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on “The Professional School as a Molder of Moti- 
vations.” 
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Texas Technological College. He has done research 
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pathologists (doctoral dissertation), and career or- 
ganization among nurses (of which the present 
paper is an outcome). 


SIDNEY E. CLEVELAND (Ph.D., University of Micn- 
igan) is Assistant Chief of Psychology at the VA 
Hospital, Houston, Texas, and also holds appoint- 
ment as Assistant Clinical Professor of Psychology 
at Baylor University College of Medicine. The pres- 
ent article on “Personality Patterns Associated 
With the Profession of Dietitian and Nurse” repre- 
sents a departure from his usual interest in body 
image and psychosomatic disorders. He is co-author 
of Body Image and Personality and author of 
numerous papers relating body image to different 
variables in personality and behavior. 


Enrico L. QUARANTELLI (Ph.D., University of 
Chicago, 1959), whose main interests are in social 
psychology, collective behavior, and the occupations, 
favors us in this issue with another of what proves 
to be a series of studies in the motivation of per- 
sons to enter various professions—this time, “The 
Career Choice Patterns of Dental Students.” He 
teaches in the Department of Sociology of The 
Ohio State University. Previously, he has been a 
research assistant with the National Opinion Re- 
search Center and an Assistant Professor of So- 
ciology in Harpur College, the State University 
(Endicott), New York. 


E. GRANT YOUMAN’S paper on “Pessimism Among 
Older Rural and Urban Persons” continues the 
Journal’s interest in gerontology. Dr. Youman is 
aware that his use of the concept of pessimism is 
narrower than the idea of anomia in the current 
literature, but is still related to it, as he shows 
in his rationale for the study. He received his 
Ph.D. degree from Michigan State University in 
1953. He is a Social Science Analyst with the Agri- 
cultural Marketing Service, U. S. Department of 
Agriculture, and Associate Professor of Rural Soci- 
ology, University of Kentucky. He is currently 
directing a gerontological study sponsored jointly 
by the U. S. Department of Agriculture and the 
University of Kentucky. 


Beginning with this issue, the Journal is estab- 
lishing a new department which will be devoted to 
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HOSPITAL PATIENTS 
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Lyle Saunders, M.A. 
Richard F. Larson, Ph.D. 


University of Notre Dame 
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I’ll tell you something, a good one on me. When my first child was born the doctor—like I told 
you I think it would be nice if they would reduce the language to where a person with hardly no edu- 
cation could understand these people; but me, I’m so frank myself that I tell them, “Look, let’s 
knock this thing down and let’s speak English to me because I don’t know what the devil you’re 
talking about.” And they always have; the doctors I’ve went to and those that seen my children have 
always been very nice about it. In other words, they knock it down to where it is just plain English 
to me. But this doctor kept coming in every day and asking, “Have you voided?” So I’d say, “No.” 
So in comes the nurse with some paraphernalia that was scary. So I said, “What the devil are you 
going to do?” And she said, “I’m going to catheterize you, you haven’t voided.” Well of course I knew 
what catheterization was. I said, “You are going to play hell. I’ve peed every day since I’ve been 
here.” I said, “Is that what he said?” And she said, “Of course, Rusty, didn’t you know?” And I said, 
“Well, of course why didn’t he just ask me if I’d peed? I'd have told him.” 


The doctor-patient relation is one that 
calls for the clear, precise, and complete 
transmission and reception of information. 
In arriving at a diagnosis and formulating 
a plan of treatment, the physician must 
elicit and use reliable information about the 
medical (and social) history of the patient. 
The patient, for his part, must understand 
what is asked of him and what is told to him 
if he is to cooperate fully with the physician 
in their common undertaking.! 


Unfortunately, there are many barriers to 
ideal communication between medical prac- 
titioner and patient. These arise out of such 
factors as the physical inability of the pa- 
tient to hear what is said to him; his psycho- 
logical unwillingness to receive unpleasant 
information or to impart information about 
private matters; anxieties and inhibitions 
stemming from perceived status differences 
or from uncertainties about the clinical situ- 
ation; and his inability to remember clearly 
past experiences or to formulate and relate 
what he does remember. Still other sources 
of communication difficulty are to be found 
in differences in what patients and physi- 
cians know about disease and about normal 


1. Kenneth R. Hammond, Fred Kern, Jr., and 
others, Teaching Comprehensive Medical Care: A 
Psychological Study of a Change in Medical Educa- 
tion (Cambridge: Harvard University Press, 1959), 
p. 40. 


and pathological functioning of the body; 
in factors associated with social class or eth- 
nic group membership; in the differing role 
expectations patients and physicians may 
have of themselves and each other; and in 
differences in ability to comprehend terms 
commonly used in medical discourse. 

This paper is primarily concerned with 
one of these factors as it was found to op- 
erate in a particular medical setting. It re- 
ports findings that bear upon the ability of 
in-patients in a public general hospital to 
understand selected medical terms frequent- 
ly used in that hospital (and presumably in 
others) in situations requiring communica- 
tion with patients. It also attempts to isolate 
and make explicit some of the factors as- 
sociated with observed differences in levels 
of understanding. 


PROCEDURES 


In a number of preliminary interviews 
with patients,’ a consistent finding was a 


2. This report is part of a larger study sponsored 
by the Russell Sage Foundation and conducted at 
the University of Colorado Medical School under 
the direction of Lyle Saunders, Associate Professor, 
Department of Preventive Medicine and Public 
Health. 
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generalized complaint by patients that they 
did not understand much of what physicians 
told them and that matters pertaining to 
their illness and its course were not ex- 
plained to them in terms they could under- 
stand. These interviews suggested, among 
other things, that a problem in communica- 
tion existed, one part of which related to the 
vocabulary used by physicians and other hos- 
pital personnel in conversations and inter- 
views with patients. 

To obtain a measure of the extent to which 
patients might be failing to understand the 
meaning of frequently used words, a vocab- 
ulary schedule was constructed as follows: 
From interviews with patients and from a 
knowledge of clinic and ward situations, the 
investigators compiled a list of terms be- 
lieved to be in common use in conversations 
with patients. Four physician-patient inter- 
views, of about an hour’s duration each, were 
electrically recorded and transcribed. Using 
terms from these transcriptions, from sug- 
gestions made by medical personnel, and 
from the list already compiled, a combined 
roster of 230 words was developed. Nouns, 
verbs, and adjectives made up the bulk of 
the list. Care was taken to assure that words 
selected were not highly technical and were 
common enough in general lay usage to per- 
mit a good likelihood of their being known 
to many laymen. 

A panel of eleven judges—two full-time 
physicians, two residents, and seven fourth- 
year medical students serving their senior 
clerkships—was asked to review the list and 
tc indicate those words they would not ordi- 
narily use in talking to their patients. All 
words that four or more panel members in- 
dicated they would not use were eliminated. 

The remaining 208 words were used in the 
construction of a schedule with four scoring 
categories: (1) I do not know this word; (2) 
I recognize the word but have no clear un- 
derstanding of what it means; (3) I recog- 
nize the word and have a fair understanding 
of what it means; (4) I have a clear and 
unambiguous understanding of the meaning 
of the word. Thirteen professional persons, 
all but one outside the field of medicine, 
went over this schedule and scored their own 
understanding. The results were scaled ac- 
cording to the Guttman technique and a new 


schedule prepared omitting all words that 
had not achieved 100 per cent reproducibil- 
ity. The revised version, now including 131 
terms, was given to a group of twelve nurses. 
A reproducibility of 98.7 per cent was found 
when the results were scaled. 

A random sample of fifty words was 
drawn from the 131 terms surviving the 
preliminary screening.* These were used in 
the construction of a schedule for use with 
patients. Because it was felt that patients 
would have difficulty in giving definitions 
of words in the abstract, each of the terms 
was placed in a simple sentence.‘ And be- 
cause patients were not expected to be facile 
in reading skill or in language usage, the 
schedule was designed to be administered 
and scored by an interviewer who would 
read each of the sentences, ask what the key 
word meant as used in that context, and re- 
cord his judgment of the response. Pretests 
of the schedule indicated that reliability of 
the scoring was not good. Scoring categories 
were refined in a series of steps until, with 
the definitions included in footnote 7, an 
average agreement of 96 per cent was ob- 
tained in the scoring by two interviewers 
who independently scored a number of pre- 
tests. This was considered good enough for 
our purposes and no further revisions were 
undertaken. 

It was not expected that many patients 
would be able to give technically acceptable 
definitions of the words. “High” scores, 
therefore, were given to responses which, 
although technically inadequate, revealed 
that the respondent had such an understand- 
ing of the word that the intent of the com- 
municator could be conveyed reasonably well 
when the word was used in context in the 


3. The final fifty-word sample was _ checked 
against the results from the panel of eleven judges 
who had been asked to indicate if they would use 
certain words in communicating with patients. Three 
of the fifty words were checked as suitable for use 
by eight of the eleven judges; one word by nine 
judges; seven words by ten judges; and thirty-nine 
words by all eleven judges. 


4. E.g., Do you have a pain in your abdomen? 
Have you ever been constipated? How is your di- 
gestion? Have your nasal passages been clear? Let 
me feel your pulse. Take this medicine orally. Was 
the pain persistent? This will relieve the pain. I 
think you should isolate your child. 
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hospital ward or clinic situation. Scoring 
directions and procedures were such as prob- 
ably to overestimate rather than underesti- 
mate the extent to which patients understood 
words put to them. 


PATIENT RESPONDENTS 


The 125 patients to whom this schedule 
was administered were selected by a sam- 
pling procedure from wards of the surgical- 
gynecological and medical services in a pub- 
licly operated general hospital.’ Slightly 
more than half were native English-speak- 
ing white; the others were about evenly 
divided between Spanish-Americans and 
Negroes. All were old enough not to have 
been admitted to a pediatric ward; the modal 
age category was 25-34. Women outnumbered 
men 73 to 52. Twenty-four per cent had 
completed fewer than seven years of school; 
55 per cent had been to school seven to eleven 
years; 21 per cent had a high school educa- 
tion or better.“ When classified by the Hol- 
lingshead Two-Factor Index of Social Posi- 
tion, more than 90 per cent of the group fell 
in the lower two categories. This, then, was 
largely a lower class sample heavily weighted 
—as was the population of the hospital from 


5. These 125 were part of a larger sample of 297 
persons selected for extensive interviews from 
among those admitted during a 10-week period. Our 
experience indicates that it is virtually impossible 
to draw a sample of general hospital patients (for 
interview) that conforms rigorously to the require- 
ments for randomness. Psychiatric, pediatric, nur- 
sery, and senile medical or surgical patients must 
be excluded, for obvious reasons. Some patients are 
too ill to talk when admitted and subsequently die 
or are discharged before they can be seen again. 
Of the 125 patients who responded to this schedule 
102 (81 per cent), were selected by a technically 
adequate sampling process; 23 were selected by less 
satisfactory means that might have been biased 
slightly in favor of obtaining the more verbally 
facile patients as respondents. A comparison, using 
the Kolmogorov-Smirnov Two-Sample Test, of the 
D category scores of randomly selected respondents 
with those of respondents selected by less rigorous 
methods indicates that the differences are not sig- 
nificant at the .05 level. 


6. The median for the group falls in the 7-9 years 
of schooling category. This is about three years 
less than the median number of school years com- 
pleted for the population of the city in which the 
patients lived. 


which the sample was drawn—with Spanish- 
Americans and Negroes. 

The schedule was administered to patients 
during morning and afternoon slack periods 
in the hospital routine. Ambulatory patients 
were taken to a private room; others were 
interviewed at their bedside. The illustrative 
sentences were read; the patient was asked 
for his interpretation of the key word; the 
response was scored immediately by the in- 
terviewer. In those instances where there 
was any doubt about how a response should 
be scored, the patient’s reply was written 
down and the scoring was later reviewed by 
the principal investigators. 

Scoring instructions are listed in the foot- 
note below.’ It should be noted that even 
with a high degree of reliability of scoring, 
the distinction between categories B and C is 
not a sharp one. If these two are combined, 
there are three sharply distinguished levels 
of understanding: no understanding (cate- 
gory A) ; vague, ambiguous, or wrong under- 
standing (category B and C) ; and reasonably 


7. Directions for the scoring procedure were as 
follows: 

Score A when, in the judgment of the interviewer, 
the response is such as to indicate that the respond- 
ent does not recognize the word and does not know 
any meaning for it. This score will usually be given 
when the respondent says that he does not know 
the word or when he is unable to say anything that 
might be construed as a definition. 

Score B when, in the judgment of the interviewer, 
the response is such as to indicate that the respond- 
ent has an erroneous understanding of the meaning 
of the term. This score will be given when the 
response clearly indicates an erroneous understand- 
ing (e.g., the abdomen is the heart) or when the 
response is vague, incomplete, superficial, or ambig- 
uous but contains enough of an element of error to 
lead to the conclusion that the respondent is “on 
the wrong track” in the definition or explanation 
he is attempting (e.g., “appendectomy means to 
rupture the appendix”). 

Score C when, in the judgment of the interviewer, 
the response is such as to indicate that the respond- 
ent recognizes the word but gives such a vague, 
incomplete, superficial, or ambiguous explanation 
that it can be reasonably doubted that he under- 
stands the term well enough for clear or full com- 
munication in the clinic or hospital situation (e.g., 
an abortion is a kind of childbirth). 

Score D when, in the judgment of the interviewer, 
the response is such as to indicate that the respond- 
ent has a fairly clear idea of the meaning of the 
term and will be likely to understand it when it is 
used in context in the hospital or clinic situation. 
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Table 1 
Number and Percentage of Correct and Incorrect Responses to Fifty Medical Terms 
Number Patients Responding to Each Term—125 
Medical Correctness of Response 
Term D. B. and C. A. 
Adequate Wrong or Vague No Knowledge 
Number Per Cent Number Per Cent Number Per Cent 

Vomit 123 98.4 0 0.0 2 1.6 
Relieve 120 96.0 5 4.0 0 0.0 
Appointment 120 96.0 4 3.2 1 0.8 
Constipated 116 92.8 6 4.8 3 2.4 
Rash 110 88.0 10 8.0 5 4.0 
Injection 108 86.4 5 4.0 12 9.6 
Skull 107 85.6 13 10.4 5 4.0 
Amputate 103 82.4 6 4.8 16 12.8 
Persistent 101 80.8 15 12.0 9 1.2 
Splint 100 80.0 11 8.8 14 21.2 
Abdomen 100 80.0 9 J pe 16 12.8 
Negative 90 72.0 17 13.6 18 14.4 
Sterile 90 72.0 28 22.4 7 5.6 
Symptoms 89 71.2 23 18.4 13 10.4 
Reaction 88 70.4 22 17.6 15 12.0 
Swab 87 69.6 26 20.8 12 9.6 
Abortion 87 69.6 11 8.8 27 21.6 
Mole 87 69.6 28 22.4 10 8.0 
Pulse 86 68.8 37 29.6 2 1.6 
Isolate 86 68.8 11 8.8 28 22.4 
Nasal 80 64.0 14 11.2 31 24.8 
Deformity 80 64.0 24 19.2 21 16.8 
Fatal 79 63.2 32 25.6 14 11.2 
Autopsy 75 60.0 29 23.2 21 16.8 
Routine 75 60.0 34 ys bed 16 12.8 
Acute 75 60.0 22 17.6 28 22.4 
Allergic 74 59.2 45 36.0 6 4.8 
Cavity 73 58.4 24 19.2 28 22.4 
Specimen 70 56.0 47 37.6 8 6.4 
Sedative 68 54.4 22 17.6 35 28.0 
Deficient 67 53.6 36 28.8 22 17.6 
Germs 63 50.4 55 44.0 7 5.6 
Intern 63 50.4 44 35.2 18 14.4 
Bacteria 61 48.8 30 24.0 34 27.2 
Cerebral 57 45.6 18 14.4 50 40.0 
Nutrition 56 44.8 49 39.2 20 16.0 
Digestion 54 43.2 63 50.4 8 6.4 
Vitamins 51 40.8 67 53.6 7 5.6 
Cardiac 43 34.4 9 7.2 73 58.4 
Orally 43 34.4 57 45.6 25 20.0 
Tissue 40 32.0 60 48.0 25 20.0 
Dilate 40 32.0 43 34.4 42 33.6 
Respiratory 38 30.4 24 19.2 63 50.4 
Secretions 36 28.8 20 16.0 69 55.2 
Appendectomy 35 28.0 28 22.4 62 49.6 
Therapy 32 25.6 37 29.6 56 44.8 
Nerve 28 22.4 80 64.0 17 13.6 
Malignant 22 17.6 35 28.0 68 54.4 
Terminal 16 12.8 60 48.0 49 39.2 
Tendon 16 12.8 58 46.4 51 40.8 
TOTAL 3,608 57.7 1,453 23.3 1,189 19.0 
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clear and complete understanding (category 
D). Categories B and C are combined in all 
tables. The list of words used and the distri- 
bution of responses are shown in Table 1. 


FINDINGS 


No respondent gave an adequate meaning 
to all fifty words, and no single word was 
adequately defined by all respondents. The 
range of individual responses in the D cate- 
gory—i.e., those judged adequate for com- 
munication in the hospital ward or clinic 
situation—was from 11 to 47 words, with a 
mean of 28.9 and a median of 29 words. A 
quarter of the respondents (24.0 per cent) 
knew forty or more; an equal number knew 
twenty or fewer words. Four words (vomit, 
relieve, appointment, constipated) were 
known to more than 90 per cent of the re- 
spondents; four (tendon, terminal, malig- 
nant, nerve) were clearly known to fewer 
than 25 per cent. More than half the respond- 
ents failed to recognize four words (respira- 
tory, malignant, secretions, cardiac) well 
enough to attempt any definition ;* two-thirds 
or more of the respondents did not know 
any of these words well enough for their 
responses to be scored in category D. 


A Word About the Words 


The particular words known or not known 
on this list are perhaps not important since 
it cannot be claimed that they constitute a 
representative sample of any universe of 
words used in hospital discourse. But they 
are words known to be frequently used in 
one hospital, and presumably used in others, 
so that it is illuminating to see how far 
from the intended meanings some of the 
responses are. Listed below are some selected 
terms with definitions as given in Dorland’s 
Medical Dictionary® (in quotation marks), 
the question or statement used to elicit a 
response, and illustrative responses from 
scoring categories B and C. 


8. Ten or more of the panel of eleven judges had 
indicated that they would ordinarily use these words 
in conversations with patients. 

9. W. A. Newman Dorland, The American Illus- 
trated Medical Dictionary, 22nd edition (Phila- 
delphia: W. B. Saunders Company, 1951). 


The medical definition of abdomen is “that 
portion of the body which lies between the 
thorax and the pelvis.”” When presented with 
the statement “Do you have a pain in the 
abdomen?” respondents identified the abdo- 
men as the sides, buttocks, back, uterus, 
heart, bladder, and the entire area below the 
waist. 


Appendectomy is defined as the “surgical 
removal of the appendix veriformis,” but 
some respondents hearing it in the statement 
“An appendectomy is not serious,” indicated 
that the term meant a cut rectum, sickness, 
the stomach, rupture of the appendix, a pain 
or disease, taking off an arm or leg, some- 
thing contagious, something like an epidemic, 
something to do with the bowels. 

The term germs (defined as “a microbe or 
becillus”) was put in the sentence “This 
sickness is caused by germs.’ Respondents 
variously defined the word as disease, dirt, 
something like diphtheria or typhoid, cells 
not functioning, like an infection, something 
in the body, something bad, something that 
causes a lot of things like sickness, things 
you can’t hardly see, varmints that grow in 
the stomach, things that get on food and 
poison it. 


Digestion, “the process or act of convert- 
ing food into materials fit to be absorbed 
and assimilated,” was explained in response 
to the stimulus question, “How is your di- 
gestion?” as appetite, normal elimination, 
swallowing, constipation, a sick feeling, your 
bowels, belching, whether food goes down all 
right, what you eat, food settling in the 
stomach. 


Intern, “a medical graduate serving and 
residing in a hospital preparatory to his 
being licensed to practice medicine,” was 
presented in the sentence, “The intern will 
take care of you.’”’ The term was identified 
as referring to an internist, a man nurse, a 
nurse helper, head of the doctors, drug store 
man, same as an orderly, boys that help in 
the hospital, a medical student, a doctor’s 
helper, a doctor with no degree. 


“A cordlike structure which conveys im- 
pulses from one part of the body to another” 
is the medical definition of nerve. Con- 
fronted with the sentence, “This looks like a 
case of nerve injury,” patients defined nerve 











as nervousness, veins, arteries, blood vessels, 
something that feeds the blood, like a bone, 
vessels in the body that circulate, something 
that goes to the heart, an elastic like thing, 
something like a pink worm, something like 
tissue in the body, something operated by 
the brain, something that keeps the body 
going. 

“Let me feel your pulse,” was the stimulus 
sentence for the term defined as “the expan- 
sion and contraction of an artery which may 
be felt with the finger.” Pulse was identified 
as a bad hurt or sickness, a nerve, the pres- 
sure of nerves, temperature, a check for 
high blood pressure, too much fever, blood 
rushing through the nerves, something in 
the arm, a vein that shows how fast blood 
flows through the body, something that 
shows how the system is working, something 
that beats too fast or too slow. 

And, as a final example, respiratory, “‘per- 
taining to the act or function of breathing,” 
was presented in the sentence “Have you had 
any respiratory diseases?” and received re- 
sponses indicating that it was thought to 
mean dangerous, in the arms and legs, heart, 
venereal, resulting from one’s work, piles, 
an arrested case, a sickness in which you 
sweat and have hot and cold flashes, tired- 
ness, and recent. 


JOURNAL OF HEALTH AND HUMAN BEHAVIOR 





sponses that indicated an incorrect under- 
standing (10.5 per cent) and those that were 
so vague or ambiguous as to leave doubt 
about the degree of understanding (12.8 per 
cent). 

In the information available about the 
patient-respondents there were four factors 
thought to have some possible association 
with variation in performance on the vocabu- 
lary schedule. These were sex, age, amount 
of formal education, and ethnic group mem- 
bership.’® Distribution of scores by sex of 
the respondent is shown in Table 2. 

Analysis of variance in the distribution of 
the response in category D resulted in an F 
value which is not significant at the .05 level 
of confidence. To test further the association 
between sex and performance on this vocabu- 
lary schedule, comparisons, using the Mann- 
Whitney test, were made of the distribution 
of category D scores among Spanish-Amer- 
ican males and females, Anglo-Saxon males 
and females, and Negro males and females 
with comparable amount of formal educa- 
tion, i.e., years of school completed. A series 
of six such comparisons yielded no signifi- 
cant differences. Our general conclusion 
was that we were unable to find in our data 
any evidence that the pattern of category D 
responses of females to this vocabulary 


Table 2 


Number and Percentage of Correct and Incorrect Responses to Fifty Medical Terms by Sex of Respondent 








Correctness of Response 














D. B. and C. A. 
Sex Adequate Wrong or Vague No Knowledge Total 
Number Per Cent Number Per Cent Number Per Cent 
Males 1,487 57.2 602 23.1 511 19.7 2,600 
Females / 2,121 58.1 851 23.3 678 18.6 3,650 
1,453 23.3 1,189 19.0 6,250 


TOTAL 3,608 57.7 








Each Patient Responded to All Words 


Each of the 125 patients interviewed re- 
sponded to the entire list of fifty words, thus 
giving a total of 6,250 responses. About three 
fifths of these (57.7 per cent) were scored 
in category D, indicating knowledge judged 
adequate for communication in the clinic 
situation. In about one fifth (19.0 per cent), 
the respondent could not—or would not— 
attempt any statement of meaning; the other 
fifth was about evenly divided between re- 


schedule differs from that of males when 
ethnic group membership and amount of 
education are controlled. 

When the responses are grouped by the 
age of the respondent, a negative relation- 
ship is revealed (Table 3). 

Analysis of variance of the category D 
distributions shown in Table 3 yields an F 
value which is significant at the .05 level of 


10. No intelligence or personality test scores were 
available for this population. 
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Table 3 


Number and Percentage of Correct and Incorrect Responses to Fifty Medical Terms by Age 








Correctness of Response 











D. B. and C. A. 
Age Group Adequate Wrong or Vague No Knowledge Total 
Number Per Cent Number Per Cent Number Per Cent 
15-24 831 61.6 260 19.2 259 19.2 1,350 
25-44 1,460 63.5 514 22.3 326 14.2 2,300 
45-64 835 53.9 392 25.3 323 20.8 1,550 
65 and over 482 45.9 287 27.3 281 26.8 1,050 
TOTAL 3,608 57.7. 1,453 23.3 1,189 19.0 6,250 





confidence. The younger the respondent, the 
more likely it is that he will have a fairly 
clear idea of the meaning of the words; the 
older, the more likely it is that he will not 
recognize the word or will give an incorrect 
or an ambiguous or vague response. Since 
common sense would seem to indicate that, 
everything else being equal, advancing age 
would give more familiarity with commonly 
used verbal symbols, an explanation of the 
apparent association between age and vocab- 
ulary performance was sought through 
further analysis. One finding was an ex- 
pected inverse relation between age and 
amount of formal education. More than 60 
per cent of the respondents 65 years of age 
or older had fewer than seven years of school- 
ing. By comparison, only 4 per cent of those 
aged 15-24 had this little. There was an in- 
verse correlation of —.40 between age and 
years of school completed, and a comparison 
of the age distribution of respondents with 
nine or fewer years of schooling with that 
of respondents with ten years or more 
yielded a statistically significant finding 
(chi square test; P<.001) that persons 45 
years of age and older in the population 
from which this sample was drawn are more 
likely to have less formal education than 
persons aged 15-24. Comparisons of the dis- 
tribution of category D scores, using the 
Mann-Whitney U Test, were made for all 
respondents aged 25-44 and 45 or over, with 
7-9 years of school; for Anglos! in these two 
broad age categories with 7-9 years of 


11. This is a term common in the Southwest to 
designate the numerically dominant, English-speak- 
ing white population. In this study it refers to all 
respondents who were not definable as Spanish- 
Americans or Negro—with the exception of one 
Japanese-American. 


school; and for Spanish-Americans with few- 
er than 7 years of school.’? No significant 
differences were found. We conclude, there- 
fore, that the observed differences in per- 
formance reported in Table 3 are probably 
due largely to differences in educational level 
between older and younger people in this 
population and that age per se, when not re- 
lated to ethnic group membership or amount 
of formal education, has no consistent influ- 
ence on performance on this vocabulary 
schedule. 

A definite relation between amount of 
formal education and vocabulary perform- 
ance is shown in Table 4. Calculation of a 
variance ratio for the distribution of cate- 
gory D scores (with 12 or more years of 
school completed combined into a single cate- 
gory) yielded an F value significant at the 
.01 level. This expected relation holds for 
all age groups, both sexes, and all of the 
three ethnic groups represented among the 
respondents. The higher the formal education 
of the respondent, the more likely he was to 
give a response that could be scored in cate- 
gory D; the lower the formal education, the 
more likely he was to give a response that 
indicated lack of recognition of the word or 
inability (or unwillingness) to define it. 
This is, of course, an obvious finding. What 
was not expected was the relatively low cate- 
gory D scores of respondents with a fair 
amount of formal education. A third of the 
responses of those with 10-11 years of edu- 
cational experience were such that they could 
not be scored as indicating adequate under- 


12. These were the only categories in which num- 
bers were large enough for meaningful comparisons 
to be made. 
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Table 4 


Number and Percentage of Correct and Incorrect Responses to Fifty Medical Terms by Number of Years of 
School Completed by Respondents 








Correctness of Response 











Years of D. B. and C. A. 

School , Adequate Wrong or Vague No Knowledge Total 

Completed Number Per Cent Number Per Cent Number Per Cent 

Under 7 567 37.8 401 26.7 532 35.5 1,500 

7-9 1,096 56.2 455 23.4 399 20.5 1,950 

10-11 972 64.8 357 23.8 171 11.4 1,500 

12 (high school graduate) 777 74.0 195 18.6 78 7.4 1,050 

13-15 (1-3 yrs. college) 118 78.7 26 17.3 6 4.0 150 

16 (college graduate) 78 78.0 19 19.0 3 3.0 100 
TOTAL 3,608 57.7 1,453 23.3 1,189 19.0 6,250 





standing of the terms tested; a fourth of the 
responses of high school graduates were sim- 
ilarly deficient. A part of this poor showing 
may be due to inadequacies in the scoring 
technique even though pre-test reliability 
checks were high and every schedule was 
checked by at least two investigators. But 
even allowing for substantial error in scor- 
ing technique, performance was poor enough 
to suggest that a good deal of what is said 
in a hospital and clinic to patients of average 
or even better educational background may 
not be clearly understood. 


other groups in the sample, further analyses 
were undertaken. All Spanish-Americans in 
the sample had completed eleven or fewer 
years of school. Specific comparisons (with 
the Mann-Whitney U Test) of category D 
score distributions of Anglos and Spanish- 
Americans with fewer than seven years of 
school, 7-9 years of school, and 10-11 years 
cf school showed that both young (age 15- 
44) and old (age 45 and over) Anglos con- 
sistently and significantly had ‘higher’ 
scores than their Spanish-American counter- 
parts. Not only are the Spanish-Americans 


Table 5 


Number and Percentage of Correct and Incorrect Responses to Fifty Medical Terms According to 
Ethnic Background 








Correctness of Response 











Ethnic D. B. and C. PN 
Group Adequate Wrong or Vague No Knowledge Total 
Number Per Cent Number Per Cent Number Per Cent 

Spanish-American 616 41.1 414 27.6 470 31.3 1,500 

Anglo-American 2,103 62.8 713 21.2 534 15.9 3,350 

Negro 868 64.3 300 22.3 182 13.5 1,350 

Other 21 42.0 26 52.0. 3 6.0 50 
TOTAL 3,608 57.7 1,453 23.3 1,189 19.0 . 6,250 





Table 5, giving the distribution of respon- 
ses by ethnic groups, reveals that the per- 
formance of Anglos and Negroes was very 
similar but that Spanish-Americans gave 
fewer category D responses and proportion- 
ately more category A responses. Analysis 
of variance of category D responses among 
the three groups yielded an F value signifi- 
cant at the .01 level. To test whether this 
observed difference was valid or whether 
it resulted from concealed differences in the 
characteristics of Spanish-Americans and 





likely to do less well—that is, to understand 
clearly fewer terms—than Anglos of com- 
parable age and level of education but, as 
numerous other studies have also shown, 
Spanish-Americans on the average are likely 
to have completed fewer years of formal ° 
schooling than Anglos and (in this study) 
Negroes.'* 

13. As indicated above, no Spanish-American in 
the sample had more than 11 years of schooling. By 
contrast, 24 per cent of the Anglos and 37 per cent 
of the Negroes had completed 12 or more years of 
school. 














SUMMARY AND CONCLUSION 


This research was concerned with a small 
but important part of a highly complex 
process — communication between patient 
and medical personnel in the hospital or 
clinic setting. It investigated a single aspect 
of that process, 7.e., the ability of patients 
to understand the meaning of certain ver- 
bal symbols commonly used in conversations 
with patients about their illness, its course, 
and its treatment. It presents evidence in- 
dicating that the level of comprehension is 
somewhat less than perfect and that there 
are variations associated with such factors 
as educational background, ethnic group 
membership, and age. Because of difficul- 
ties inherent in the attempt to define and 
sample a universe of words used in hospital- 
clinic discourse and a universe of hospital 
patients, it cannot be claimed that either the 
word sample or the patient sample is, with 
any known degree of probability, represent- 
ative of a larger population. Generalization 
beyond the immediate respondents and the 
specific words used is, therefore, hazardous 
and, possibly, unwise. But, without such gen- 
eralization, the research becomes pointless 
since these respondents have long since gone 
from the hospital, and nothing is known 
about the exact extent to which our sample 
words were used in attempts to communicate 
with them when they were hospitalized." 


In compiling words for our schedule, an 
attempt was made to bias the selection in 
favor of words that might be frequently 
used, that might collectively be appropriate 
for a wide range of illness conditions, and 


14. A weakness of research such as this is that, 
while it tells us something of the ability of patients 
to understand the terms included, it does not give 
information on situations in which these words were 
actually used. Physicians using these or similar 
terms may be highly sensitive to possible hiatuses 
in communication and may use supplementary or 
alternative terms to close the gap. Or they may be 
relatively insensitive to the degree of comprehension 
of patients and may use these or similar terms 
without being aware of all the instances in which 
comprehension is deficient. Undoubtedly both cir- 
cumstances occur. Our subjective impression is that 
the latter is not unusual, particularly with rela- 
tively nontechnical words that laymen might be 
expected to know. 
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that might reasonably be expected to be 
found in the vocabularies of the majority 
of laymen. It was thought that this would 
give more conservative findings, on the as- 
sumption that if words such as these were 
not well understood, the more esoteric, more 
technical, less familiar terms would be even 
less likely to be comprehensible to patients.!® 

There was bias also in the characteristics 
of the patient-respondent group that could 
be expected to influence performance on a 
vocabulary test. All were sick enough to war- 
rant hospitalization and some, at the time 
of interview, may have been under the ef- 
fects of medication.'® All were patients in 
a public hospital, which means that, in terms 
of the admission policies of that hospital, 
they were defined as medically indigent.* 
Their formal education, as indicated by me- 
dian years of school completed was lower 
than that of the population of the city in 
which they lived. Substantially larger pro- 
portions were Spanish-American or Negro 
than is true for their city, their state, or 
the nation as a whole. As measured by the 
Hollingshead Two-Factor Index of Social Po- 
sition, more than 90 per cent were in the 
lowest two social classes and nearly two- 
thirds in the lowest class. These, then, were 
not people who could be expected to have 
a high degree of verbal facility. But, on the 
other hand, in terms of such characteristics 
as low social class status, minimal education, 
and ethnic group membership, they are not 
unlike a good many millions of Americans 
who, at one time or another, find reason to 
seek medical care and thus come into inter- 
action with clinic and hospital personnel.'* 

A question could be raised about the ne- 
cessity of adequate communication between 
patients and those who treat them in hos- 
pital and clinic. Certainly no one has dem- 


15. This point of view does not, of course, take 
account of the possibility that physicians may be 
more careful in the use of technical or “difficult” 
terms and may take more pains to be certain of 
being understood when such terms are used. 


16. It must be remembered, however, that hos- 
pital and clinic personnel typically talk with people 
who are sick and frequently on medication. 


17. For a more detailed description of some of 
the characteristics of the population of this hospital, 
see Hammond and Kern, op. cit., Ch. 4-5, pp. 24-59. 








92 


onstrated that those patients who understand 
everything that is said to them get well 
faster or more certainly than those who 
do not. Perhaps, if the goal of medicine is 
the diagnosis and treatment of disease, the 
quality of communication between prac- 
titioner and patient makes little difference 
so long as an adequate medical history can 
be obtained and the necessary cooperation 
of the patient in doing or refraining from 
doing certain things can be assured. But if 
the goal is more broadly interpreted, if the 
concern is with the person who is sick and 
the purpose is to relieve, reassure, and re- 
store him—as would seem to be increasingly 
the case—the quality of communication as- 
sumes instrumental importance, and any- 
thing that interferes with it needs to be 
noted and, if possible, removed. 

The present research suggests that in any 
instance of practitioner-patient communica- 
tion there is the possibility of misunder- 
standing or non-understanding on the part 
of the patient due to vocabulary deficiency, 
and that when the patient is one with little 
formal] education, or a member of an ethnic 


18. The U. S. Bureau of the Census estimates 
that there were over ten million foreign born in 
the United States in 1950, many of whom must have 
been reared in homes where other than English was 
spoken, and that in 1952 there were more than 
forty-four million people, fourteen years of age and 
older, with eight or fewer grades of school com- 
pleted. U. S. Department of Commerce, Bureau of 
the Census, Statistical Abstract of the United 
States, 1957 (Washington: Government Printing Of- 
fice, 1957) pp. 32 and 111. 
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group that has preserved a language other 
than that used in local medical discourse, or 
a person who can be identified as coming 
from a low social class environment, the 
probability of poor understanding or mis- 
understanding is increased. Since literally 
millions of Americans have and will con- 
tinue to have these characteristics, the po- 
tentiality for impaired communication may 
be large. Practitioner-patient communica- 
tion, even under the best of circumstances, 
is rendered difficult by the tremendous and 
probably increasing differences in concep- 
tualization and knowledge of normal and 
pathological processes that exist between 
professionally trained persons and even well 
informed laymen. With less well informed 
laymen, the risks of-communicating incor- 
rectly or not at all are even greater. 

In his interviews in ‘“‘Regionville,” Ear] 
Koos concluded that much of the dissatis- 
faction felt by the people he talked to with 
respect to their relations with physicians 
was the result of a lack of communication 
between physician and patient. A comment 
from one of our subjects appears at the be- 
ginning of this paper; let one of Koos’s 
speak at the end: 


Nobody should blame the doc if he doesn’t 
fix them up right away—or maybe never. 
But maybe things would be better if the doc 
understood us, and if we always knew what 
the hell he was driving at—and not in big 
words either.!® 


19. Earl Koos. The Health of Regionville (New 
York: Columbia University Press, 1954), p. 77. 
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CONTROL OVER POLICY BY ATTENDANTS IN A 


MENTAL HOSPITAL 


Thomas J. Scheff, Ph.D. 


A central problem in the study of organi- 
zations is the extent of participation in pol- 
icy decisions by organization members. On 
one extreme are autocracies, in which policy 
is formed almost completely within the su- 
perior group; on the other, examples of 
dominance or control by subordinate groups: 
“bureaucratic sabotage” in government, and 
restriction of production by work groups in 
industry are two examples. Whether the 
situation is that of autocracy, control by 
subordinate groups, or “codetermination,” 
these different modes of policy formation 
may be used to illustrate the social bases 
which underlie decision processes in complex 
organizations. 


PROBLEM AND METHOD 


The question raised is: How is it possible 
for subordinate groups in an organization to 
exert control over organization policy? This 
question is particularly relevant in the 
United States to custodial organizations such 
as prisons and mental hospitals, since there 
are concerted efforts underway to find an 
effective method of changing the traditional 
policies of these organizations. The data of 
this study are based on participant observa- 
tion in a large state mental hospital. The 
administration of this hospital had launched 
a vigorous and ambitious program of reform 
in the hospital in 1957. Despite the adminis- 
tration’s energetic efforts, the program was 
largely frustrated by the lower staff, par- 
ticularly by the attendants.‘ How did this 
come about? 

The explanation given here is in terms of 
the system of social control operative in the 
hospital. In order for a subordinate group to 
exert control over organization policy, it 


1. For a case study of staff reaction to a similar 
program in a prison, cf. Richard McCleery, Policy 
Change in Prison Management (East Lansing: Gov- 
ernmental Research Bureau, Michigan State Uni- 
versity, 1957). 





University of Wisconsin 


must, first, exact compliance from the su- 
perior group and, then, maintain discipline 
and a united front among its own members. 
These two requirements imply a system of 
social control which is effective between and 
within groups in the organization. 

Any system of social control has two com- 
ponents: one, overt actions (sanctions), the 
other, verbal statements (rationalizations). 
Considering one special type of sanction in 
their discussion of the stability of govern- 
ments, political scientists have noted that 
force by itself is usually incapable of main- 
taining a stable system of control. Power 
must be converted into authority through 
legitimation by the persons ruled. Like force, 
social sanctions used by a group are usually 
accompanied by rationalizations which legiti- 
mate its own practices and “neutralize” 
(deny the legitimacy) of those of its op- 
ponents.? Social control, then, arises out of 
the interplay of sanctions and rationaliza- 
tions.* 


Controls by a Subordinate Group: 
Hospital Attendants 


In the hospital observed, a subordinate 
group was influential in shaping hospital 
policy (1) through the vulnerability of the 
administration to control by its physicians, 
(2) the techniques used by the attendants 


2. Rationalization is not used here in the disparag- 
ing sense of fictional excuses, but in the neutral, 
social psychological sense of “definition of the situa- 
tion.” The use of the term “neutralize” follows 
Gresham M. Sykes and David Matza, “Techniques 
of Neutralization: A Theory of Delinquency,” Amer- 
ican Sociological Review, 22 (1957) 774-840. 

3. The pervasive influence of social control, when 
control occurs through both sanctions and rationali- 
zations, was first noted by Emile Durkheim. In 
The Elementary Forms of the Religious Life, he 
suggested that religious practices and religious be- 
liefs were mutually sustaining elements in the sur- 
vival of religious institutions. For a critical expo- 
sition, see Talcott Parsons, The Structure of Social 
Action (New York: McGraw Hill, 1937), Chapter X. 
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to control the physicians, and (3) the tech- 
niques employed to maintain a united front 
within the attendant group. These techniques 
can be understood better in the light of the 
situation in the hospital at the time of this 
study. 

“Western State,” as it will be called, is a 
4,000-bed state mental hospital located in a 
middle-sized Western city. It is relatively 
old, dating back over a hundred years. Early 
in 1957, the administration of this hospital 
initiated a program which was intended to 
change radically the character of the hos- 
pital. 

The central feature of the new program, 
as seen by the staff, was the ward meeting, 
which was called “the T.C.” (Therapeutic 
Community) by the staff and patients.‘ The 
administration hoped that this meeting 
would: (1) function as a treatment proce- 
dure for individual patients, like an enlarged 
group therapy session and, more important- 
ly, (2) serve to break down traditional staff 
practices by providing channels of communi- 
cation between patients and ward staff, sup- 
ervisors, and physicians. It was thought that 
custodial practices could be eliminated and 
replaced by “social treatment.” 

Meetings were not begun on all wards in 
the hospital; the adoption of the meeting was 
left up to each ward staff. Three wards 
volunteered initially. After a one year trial, 
by the end of 1957, there were some nine 
wards out of a total of 44 holding meetings. 
The administration had hopes that meetings 
would be adopted on all wards throughout 
the hospital. To further these hopes, it had 
conducted a series of intensive lectures and 


4. Another aspect of the new program was the 
encouragement of outside research in the hospital. 
This report was made possible through the coopera- 
tion and financial support of the hospital admnis- 
tration. The author was attached to the hospital 
staff as a research sociologist, and permitted to 
follow his own research interests. Free from formal 
duties, he was able to spend from four to six hours 
a day in the wards in informal discussions with 
staff and patients, and in attending staff and ward 
meetings, for a period of six months. The report on 
the larger study of which this paper is a part is 
Staff Resistance to Change in a Mental Hospital 
(Unpublished doctoral dissertation, University of 
California, Berkeley, 1960). The observations re- 


ported here were made largely on four wards: two 


receiving wards and two “chronic” wards. 


demonstrations for the entire hospital staff, 
to convince the staff of the benefits of the 
program. 

The reaction of the staff to the new pro- 
gram was largely negative, however. The 
attendants, particularly, who were by far 
the largest staff group (about six hundred 
persons), reacted strongly against the pro- 
gram, deeming it impractical, fraudulent, 
and immoral. At the time the present study 
began, in the early part of 1958, the furor 
of discussion and condemnation of the new 
program had reached a peak. At times, the 
reactions of the staff were visible even in 
public meetings. One incident at a hospital- 
wide meeting provides an example. 

The meeting was part of the series of dem- 
onstrations of the “Therapeutic Community.” 
A period had been left for questions, with 
the superintendent in charge. Initially, staff 
members were slow to raise questions, but 
after the early minutes had passed, questions 
came rapidly. The rejection of the program 
soon became evident from the character of 
the questions. Toward the end of the hour, 
the meeting nearly broke up when one staff 
member asked if it were true that the ad- 
ministration condoned intimate contacts be- 
tween male and female patients. The super- 
intendent answered that the administration 
did not condone improper behavior, but the 
phrasing of his answer was not direct enough 
to satisfy the audience. In what was virtually 
a demonstration, the audience jeered and 
hooted the superintendent. 

By the last part of 1958, it was clear that 
the new program was not going to be adopted 
by the entire hospital in the near future, if 
at all. Although the administration’s program 
was carefully conceived and implemented, 
the resistance of the staff was so determined 
as to force the abandonment of sections of 
the program. The staff’s victory was mani- 
fested at a later meeting, when in response 
to staff questions, the superintendent an- 
nounced that “Therapeutic Community” was 
not necessary for every ward; it was just 
one more technique added to the hospital’s 
battery of treatment procedures. This was 
the announcement that the conservative 
staff had waited to hear: like all earlier in- 
novations, the ward meetings could also be 
absorbed into the traditional hospital struc- 
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ture. What had begun as a revolutionary 
new program ended as only cne more treat- 
ment procedure. 

One factor in this result was the vulner- 
ability of the administration to control by 
the staff. 


Vulnerability of the Ward Physician 


The focal point of staff control over the 
administration was the ward physician. The 
ward physician was the sole representative 
of the administration in most wards in the 
hospital. In this capacity, the physician was 
responsible for the treatment of the ward 
patients, and for insuring staff obedience to 
hospital regulations. The ward physician 
found it difficult to carry out his duties as 
the representative of the administration, 
however. Typically, the doctor facing the 
ward staff was in a weak position, relative 
to the staff, because of his short tenure on 
the ward and his lack of training and in- 
terest in administration. The problem of the 
length of tenure of ward physicians will be 
considered first. 

During this study, the modal length of stay 
of a physician on a ward was approximately 
two and one-half months. Complaints about 
the turnover of physicians were raised in 
several ward meetings. One “charge” (super- 
visory attendant) stated: “Just about the 
time we have them broken in to our ward, 
off they go to somewhere else.” The high 
turnover rate of ward physicians was due to 
the large number of separations from the 
hospital and to the administrative practice 
of periodic changes in assignments. 

Separations from the hospital were fre- 
quent among the physicians. Five out of the 
hospital’s total of thirty left during the study 
period of six months. According to inform- 
ants, this high rate of separation (33 per 
cent per year) was not unusual for the phy- 
sician group. 

Had turnover been due solely to separation, 
only one ward in three would have been 
affected during any given year. In actuality, 
the turnover due to separation was magnified 
by the administrative policy of reassignment. 
During the year, a physician was likely to 
be transferred within the hospital from two 
to five times. At times, transfers were made 


for training purposes; the administration 
tried to expose a doctor in training to a 
variety of wards. ig, 

More frequently, the administration ap- 

peared to be juggling the particular skills 
and interests of the physicians against the 
special demands of the various wards. On 
one occasion, in a hospital policy meeting, a 
replacement was being discussed for a re- 
ceiving ward physician who was leaving the 
hospital. One administrator suggested the 
name of a staff physician. Another said, 
“Oh, no, not him. We need a ‘live one’ for 
this ward.” The final outcome of this dis- 
cussion was that five physicians were trans- 
ferred: one to replace the physician who was 
leaving, one to replace the replacement, and 
so on. This practice magnified the effect of 
separation many times. 
_ As a result of these conditions, the typical 
ward physician was a newcomer. The ward 
staff, in contrast, was all but rooted to the 
ward. The supervisory staff of many wards 
had been as long as five years in the same 
assignment. Although the rank-and-file at- 
tendants were moved more frequently, even 
the most mobile of them usually had more 
seniority on the ward than the physician. 

The typical ward physician was not only 
a newcomer, but also, as far as most ward 
problems were concerned, an amateur. By 
training, the physician is prepared to give 
medical treatment to individual patients. Yet 
the demands of the ward physician’s role are 
for a ward administratcr and leader. The 
making of ward policy and the command of 
the ward staff and patients were duties 
which pressed for immediate attention. None 
of the physicians was prepared for these 
duties by their training. 

The physicians were not only unprepared 
for administrative duties, they were also apt 
to lcok upon them with distaste. Oriented 
toward the individual patient, many con- 
sidered time spent outside of psychotherapy 
or medical treatment as an irritating distrac- 
tion from their “real” job.® One psychiatrist, 
a respected young resident, said: 


5. The Cummings noted the same phenomena in 
the hospital they studied. Cf. Elaine Cumming and 
John Cumming, “The Locus of Power: in a Large 
Mental Hospital,” Psychiatry, 19 (1956), 371-383. 
See particularly the first paragraph on page 364. 
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I’ve spent three years in medical school, 
and two years as a psychiatric resident, yet 
I could have done as well in this job (ward 
physician) after the first six months of medi- 
cal school. There is practically no time for 
psychotherapy here. The best we can offer 
is a social cure. 


Another ward physician made a similar com- 
ment. “I seldom use anything I learned in 
medical school. Practically all I do is go to 
meetings.” 


By its emphasis on individual treatment, 
the physician’s training had focused his at- 
tention and interest elsewhere, making it 
difficult for him to learn from experience 
on the ward. In a mental hospital ward, 
preparation for private practice comes very 
close to being a “trained incapacity” for 
ward leadership. 

Without training or interest in adminis- 
tration, the new physician was confronted 
by a ward staff which was relatively perma- 
nent and well-organized. Given this situation, 
the doctor was in the position described by 
Weber, that of the “political amateur” lead- 
ing a bureaucracy.® Lipset notes this condi- 
tion in his discussion of a governmental 
succession : 

The new ministers, like most politicians, 
were amateurs in their respective depart- 
ments. None of them had ever had adminis- 
trative experience in a large organization.’ 


This condition, Lipset believes, is the 
typical setting for “bureaucratic sabotage.” 
In it the reform aims of the succeeding 
government easily become enmeshed in the 
traditional pattern of bureaucratic opera- 
tion, and are transformed or replaced. 

According to Weber, the amateur successor 
quickly becomes dependent on his staff, to 
the point that he is partially or completely 
captured. In many cases capture took place 
in the mental hospital ward. If the doctor 


too readily took the side of the patients in © 


the ward meetings, or sought to advance the 
administrative position, the staff had pro- 
cedures available to control the doctor. Often 


6. Max Weber, The Theory of Social and Economic 
Organization (New York: Oxford University Press, 
1947), p. 128. 

7. Seymour M. Lipset, Agrarian Socialism (Berke- 
ley and Los Angeles: University of California Press, 
1950), p. 262. 





these procedures were successful because of 
the physician’s impossible span of control. 
The ward physician, even if assigned to 
only one ward, had many other duties besides 
those in his ward. Admission and physical 
examination, conferences on various admin- 
istrative levels, and in-service training and 
workshops made demands on his time. In the 
back wards, a physician might be assigned 
as many as four wards. Most physicians, 
therefore, were present on their wards a 
maximum of three or four hours a day. 


Techniques Used to Control the Administra- 
tion: Sanctioning of the Physician 


One type of sanction was withholding in- 
formation. During the physician’s absence of 
twenty or more hours during the day, and on 
weekends, he was dependent on the staff for 
reports of the behavior of the patients who 
were in his care. If the doctor was too de- 
manding of the ward staff, he found that the 
information he needed to evaluate his pa- 
tients was not forthcoming, or given only in 
part. One physician, for example, complained 
bitterly that his ward staff told him only 
half-truths. 


A second type of sanction used by the staff 
involved the manipulation of patients. One 
of the traditional duties of the ward staff 
was to allow only patients with appointments 
to see the doctor. The writer has witnessed 
occasions on both a back ward and on a front 
ward which were very nearly mob scenes. 
Patients who would have ordinarily been 
shunted away from the doctor were encour- 
aged by staff members to accost him with 
their requests. This tactic apparently had 
developed out of dissatisfaction with the doc- 
tor’s performances in ward meetings earlier 
in the same week. In such a situation, the 
physician, whose time on the ward was lim- 
ited, found it difficult to get off the ward 
gracefully. 

A third type of sanction was outright dis- 
obedience. This tactic was used with some 
physicians, but more usually, against psy- 
chologists and social workers. On one front 
ward, a psychologist had begun daily group 
psychotherapy sessions with a small group 
of patients. He found, however, that he could 
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not get the cooperation of the nursing staff: 


Every day at the specified time I went to 
start the session. The attendants would say, 
‘Oh, is it two o’clock already!’ I would have 
to round up the patients myself. Patients 
would then leave or be taken from the group 
while I was getting the others. I finally gave 
up the session for patients. We’ll have to 
work on the staff first. 


The fourth, and probably the most impor- 
tant, sanction was available chiefly to the 
supervisory personnel: the withholding of 
cooperation. The ward physician is legally 
responsible for the care and treatment of 
each ward patient. This responsibility re- 
quires attention to a host of details. Medi- 
cine, seclusion, sedation and transfer orders, 
for example, require the doctor’s signature. 
Tranquilizers are particularly troublesome in 
this regard since they require frequent ad- 
justment of dosage in order to get the de- 
sired effects. The physician’s order is re- 
quired to each change in dosage. With 150 
patients under his care on tranquilizers, and 
several changes of dosages a week desirable, 
the physician could spend the major portion 
of his ward time in dealing with this single 
detail. 

Given the time-consuming formal chores of 
the physician, and his many other duties, he 
usually worked out an arrangement with the 
ward personnel, particularly the charge 
(supervisory attendant), to handle these 
duties. On several wards, the charge called 
specific problems to the doctor’s attention, 
and the two of them, in effect, would have a 
consultation. The charge actually made most 
of the decisions concerning dosage change in 
the back wards. Since the doctor delegated 
portions of his formal responsibilities to the 
charge, he was dependent on her good will 
toward him. If she withheld her cooperation, 
the physician had absolutely no recourse but 
to do all the work himself. 


Of course, the ward doctor could buck the 
ward staff and seek to rely upon his own 
devices. In this situation, he must stay on the 
ward virtually all of his waking hours in 
order to keep up with his responsibilities. 
This happened only once at Western State, 
to the writer’s knowledge. In this case the 
doctor flouted the traditional routine of the 
staff and sought to impose reform on the 


ward under his personal direction. He found 
his position on the ward untenable, however, 
and was transferred at his own request. 

The physician was caught, then, between 
administrative and ethical imperatives, on 
the one hand, and the demands of the staff, 
on the other. There appeared to be two com- 
mon resolutions to this dilemma. The first 
resolution occurred often among the psy- 
chiatrists and younger physicians. The en- 
croachments of the ward staff on the doctor’s 
prerogatives, and the atmosphere of resist- 
ance strengthened their resolve to be quit of 
the hospital as soon as possible. Their feeling 
was that they could easily find a job involv- 
ing higher pay, use their medical skills, and 
find a more appreciative and co-operative 
staff. Thus, the role dilemma of the physi- 
cian, which arose in part from the high 
separation rate of the physicians, became a 
cause of further separations, creating a 
vicious circle. 


The second solution to the physician’s role 
conflict was to reach a tacit understanding 
with the staff. To the extent that the phy- 
sician sided with the staff, he found his re- 
lations with the staff improving, and that 
he was able to leave the ward after a rea- 
sonable expenditure of time. The physician 
new to the ward soon got the point, and 
arrived at a working arrangement which 
involved the continuation of much of the old 
ward system in return for cooperation from 
the staff. 

Although the working arrangement be- 
tween staff and physician brought relief to 
the physician from some of the strains in 
his role, this resolution was not completely 
free of tension. In yielding to the demands 
of the ward staff, he was in some danger of 
reprimand by the administration. The ad- 
ministration did not go too far, however, in 
its censure of physicians. For the past several 
years, the hospital has been unable to fill its 
vacant posts for physicians. The administra- 
tion treated its physicians, therefore, with 
deference. This is not to say that the admin- 
istration was improperly lenient with phy- 
sicians. It simply did not seek trouble with 
the physicians, in order to keep the staff 
it had. 

A second source of embarrassment for the 
physicians who compromised with the staff 
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was in the ward meeting itself. Patients 
with grievances against staff members told 
all to the new ward doctor in the staff meet- 
ing. For example, on one back ward, a pa- 
tient stated heatedly in ward meeting that 
she had been held and choked by three staff 
members. Even though the staff members 
named resolutely denied everything, and 
made counter-charges against the complain- 
ing patient, the situation was somewhat em- 
barrassing to the doctor. As a representative 
of the administration, and as a professional, 
he should take action to find the truth of 
the matter. But since he had arrived at an 
understanding with the staff, such action 
would jeopardize his relationship with the 
staff. The way in which this impasse was 
handled by the doctor and the staff was 
characteristic of the hospital, and will be 
treated now in detail. 


Rationalizations Used Against the 
Administration 


There was a strong feeling of solidarity 
among the staff in the hospital in the face 
of attack from the administration. “White- 
coats stick together” was a motto of the 
attendants. The feeling of solidarity was so 
strong that it was difficult, even in a staff 
meeting in which no outsiders were present, 
for any criticism of a staff member to be 
voiced. Even the reform-oriented staff mem- 
bers felt this imperative. As a result, ward 
problems were virtually never discussed di- 
rectly and forthrightly. They were trans- 
formed, rather, into problems of patients.* 

Because of this convention, the misbe- 
havior of single patients was discussed for 
days running. Often the breach of the rules 
seemed rather trivial in comparison with the 
extended and heated argument that resulted 
from it. The outsider, who is unaware of the 
conflicts within the staff, is apt to be puzzled 


8. Caudill called attention to what may have been 
the same techniques: “The tendency to focus on a 
particular patient as the source of a problem, rather 
than also utilizing knowledge about the wider con- 
text in which the problem occurs, seems to be a very 
general phenomenon in a psychiatric hospital.” Wil- 
liam A. Caudill, The Psychiatric Hospital as a Small 
Society (Cambridge: Harvard University Press, 
1958), pp. 322-323. 


by the seemingly endless discussion of a 
negligible offense by a patient. 

On one occasion in a back ward, the ques- 
tion of demoting a patient, Jenny White 
(pseudonyms are used for all patients and 
staff) from her position as clothesroom 
helper, lasted four days, and crowded what 
seemed to be pressing problems from dis- 
cussion. The argument centered about the 
question of whether this patient was faking 
seizures in order to avoid the heavy work 
connected with the clothesroom. The final 
result of this extended discussion was that 
the patient was transferred to another ward. 

Curious about the heated argument, the 
writer questioned several of the staff mem- 
bers in private about the patient. It was 
stated that this patient was the center of a 
dispute between two ward factions. Her 
supporters, a group of older attendants, had 
made her a favorite among the patients, and 
treated her with small indulgences. For in- 
stance, they allowed her to keep her clothes 
and cosmetics in the clothesroom in excess 
of the space allotted to the other patients. A 
group of younger attendants, on the other 
hand, felt that Jenny was the “pet” of the 
older group and that the indulgences were 
unfair. 

The writer asked one informant if argu- 
ments between these two staff groups had 
occurred over other ‘‘pets.” The answer was 
in the affirmative; there had been many 
similar frustrating discussions about other 
“pets.” The writer asked if the problem was 
actually the conflict between the staff 
groups, and not the patients. The informant 
seemed surprised, but said that might be the 
case. The writer then asked why the differ- 
ence in the points of view of the staff groups 
were not discussed. The informant appeared 
embarrassed. She said: 

“You can’t talk about things like that 
around here.” 

“Why not?” 

“It’s not right.” (said with conviction) 

“Why not?” 

“Oh, you can’t talk about that in front of 
the doctor and everybody.” 

“What about when there’s no one there 
but the attendants?” 

“Oh, I don’t know. We don’t do it then 
either. Nobody wants to start.” 


By transforming the ward’s problems into 
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problems of patients, the staff protected the 
legitimacy of traditional practices.® With this 
technique, the ward doctor and the staff, in 
collaboration, dealt with the impasse in ward 
meetings mentioned earlier, when the patient 
complained of mistreatment by a staff mem- 
ber. This staff member resolutely denied the 
charge, and made counter-charges against 
the patient. Other staff members joined in, 
making the patient’s charges an occasion for 
recalling the history of the patient’s past 
misdeeds. In the general confusion, the doc- 
tor and still other staff members found it 
easy to obscure the issue further by asking 
misleading and obfuscating questions of the 
complaining patient. The patient saw the 
futility of his complaints in this situation 
and sat down. 

After several weeks of such behavior by 
a doctor, the patients no longer turned to him 
in staff meetings. An outsider, if one was 
present, or other staff members, was ad- 
dressed instead. On several occasions the 
writer has seen patients stating a complaint, 
turning from staff member to staff member, 
as he spoke, as if seeking a sympathetic 
listener. 

The other important type of rationalization 
was neutralizing the claims to legitimacy of 
an opponent. This technique was used effec- 
tively against the reforms urged by the ad- 

9. The transformation of the problems of the staff 
into problems of patients was a process which per- 
vaded staff discussion to the point where most staff 
meetings would have been incomprehensible to the 
listener unless he understood this technique. The 
process of transformation may be germane to a 
proposition suggested by Stanton and Schwartz. 
Alfred H. Stanton and Morris S. Schwartz, The 
Mental Hospital (New York: Basic Books, 1954), 
pp. 342-366. They propose that the ’disturbed be- 
havior” of a patient might be caused by covert con- 
flict among members of the staff over that patient. 
In a subsequent study, this proposition was not sup- 
ported. See Anthony F. C. Wallace and Harold A. 
Rashkis, “The Relation of Staff Consensus to Pa- 
tient Disturbance in Mental Hospital Wards,” Amer- 
ican Sociological Review, 24 (1959) 829-836. If the 
same kind of transformation described here occurred 
in the small hospital they studied, it is possible that 
it is not “disturbed behavior” that arises from 
covert conflict, but staff discussion of the patient’s 
“disturbed behavior.” Since disturbances are rela- 
tively frequent in mental hospital wards, it is pos- 
sible that Stanton and Schwartz inadvertently 
selected only those disturbances which were called 
to their attention by protracted staff discussion. 


ministration. One technique was to charac- 
terize all reforms as coming from “outside,” 
and not really part of the hospital. Gouldner 
noticed the same device in the factory, as an 
aspect of “mock” bureaucracy.'® Thus, with 
no justification, many of the staff identified 
the 1957 reforms solely with the acting- 
superintendent, rather than with the super- 
intendent himself, who was on a short leave. 
One staff member stated: “All this nonsense 
will stop when our superintendent gets 
back.” This feeling persisted in spite of the 
fact that the superintendent had been pres- 
ent when the reforms were initiated, and 
had expressed himself as strongly in favor 
of the changes. 

The theme of outsiders arose continually 
in ward discussion. The psychologists and 
social workers were favorite targets for 
ridicule as outsiders. One typical comment 
was their lack of acquaintance with ward 
problems. On one occasion an attendant com- 
plained about the social worker attached to 
the ward: 


Always criticizing our doctor. She doesn’t 
understand what it’s really like here. You 
can’t handle these patients as if they were 
ordinary people. 


At times the maneuver to neutralize op- 
posing policies was subtle. One of the back 
wards had a series of techniques of defense 
against an outsider, differentiated according 
to the length of time he was on the ward. 
The one-day visitor was given the “tour,” 
arranged so that the more creditable aspects 
of the ward were shown. If an observer was 
to be on the ward for any length of time, 
emphasis shifted from misleading to dis- 
crediting him. On one occasion a social 
worker was asked his opinion of a matter 
being discussed in staff meeting. Since the 
worker had been on the ward only a week 
at the time, he was flattered to be brought 
into the discussion. He proceeded to give his 
opinion. He later learned that he had been 
taken in by a ruse. He was purposely asked 
a question about a problem which the staff 
knew to be an intricate one, in the hope 
that he would make a fool of himself. 


10. Alvin W. Gouldner, Patterns of Industrial 
Bureaucracy (Glencoe: The Free Press, 1954), pp. 
182-183. 
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Techniques of Control within the Staff: 
Sanctions 


Perhaps the most pressing problem faced 
by the staff in its maneuvers was keeping 
discipline among its own members. A sizable 
minority of the staff was in sympathy with 
the administration’s program. Particularly 
with the advent of the ward meeting, coali- 
tions between dissidents and reforming 
physicians were possible. Other workers were 
tempted to break ranks in their sympathetic 
treatment of particular patients. Yet in 
spite of these possibilities, most of the staff 
were kept in their place. How was this ac- 
complished ? 

The system of social control which op- 
erated within the staff had both direct and 
subtle aspects. One potent set of practices 
stemmed from the ward supervisors, the 
attendant charges. These leaders had contro] 
over work assignments and influence in pro- 
motions. The control exercised by the leader- 
ship has been described by Belknap, and will 
not be discussed here." 

Other practices were more subtle. One pro- 
cedure was to control the staff through 
sanctioning of patients. The system of pa- 
tient control operated in the back wards with 
a clarity and force that was somewhat 
puzzling. The vigor with which patients were 
controlled seemed excessive relative to the 
patient behavior which supposedly called it 
forth. By far the greatest number of the pa- 
tients were quite abject in their relations to 
the staff. From time to time, one of a small 
group, consisting of not more than six or sev- 
en patients, behaved insolently, or was insub- 
ordinate toward a staff member. Such be- 
havior was unusual, even in this group. 
Moreover, the control activities were not 
centered on this “insubordinate” group, but 
extended to most of the patient population. 

Also puzzling was the relationship of the 
most outspoken of the conservative members 
of the staff toward the patients. Although 
uhese staff members raised their voices 
against the patients at almost every oppor- 
tunity, in their personal relations with pa- 


11. Ivan Belknap, Human Problems of a State 
Mental Hospital (New York: McGraw-Hill, 1956), 
pp. 180-190. 
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ients, they were often cordial; their behavior 
often seemed to belie the contempt for pa- 
tients they expressed publicly. The longer 
the author stayed in back wards, the more 
obvious the paradoxical nature of the con- 
trol measures became. How can these dis- 
crepancies be accounted for? 


The explanation of the intensity of the 
sanctions in the back wards lay in the fact 
that the control of the patients was only one 
aspect of a larger system of control. The 
sanctions which kept the patients in their 
place also operated indirectly upon the staff 
members. The intensity and inconsistency 
of the staff behavior mentioned above arose 
because the patients were not their main 
target. The target was those staff members 
who would allow the patients to forget their 
place. By disparaging the patients in forceful 
terms, these staff members were warning the 
reform-oriented members of the staff and, 
indirectly, attacking them. 

Of the sanctions which controlled staff 
behavior, the coercive measures used by the 
leaders figured largely. Control through for- 
mal leaders was only an aspect of the system 
of control, however. The operation of in- 
formal measures such as gossip and ridicule, 
which found all staff members participants, 
was also important. One example was the 
use of ridicule in staff meetings. The bitter 
invective which was aimed at patients also 
implied the unworthiness of a staff member 
who would fraternize too closely with the 
patients. On several occasions, several mem- 
bers were accused of being “soft” with the 
patients. This pattern of reproach is similar 
to the use of stinging epithets by Southern 
whites against those who would break the 
“color lines.” ‘“Nigger-lover” is one such 
term. These terms pose a scarcely veiled 
threat to the person’s reputation and self- 
esteem, and are therefore potent measures 
of control. 

Often the control measures were more 
covert. Reformist staff members occasionally 
ventured to suggest trials of various aspects 
of the administration’s program. On several 
of these occasions, conservative staff mem- 
bers, rather than attacking the program or 
its advocates directly, brought the discussion 
around to descriptions of the current be- 
havior of some of the ward patients. By their 




















accurate descriptions of the behavior of these 
patients, they undercut the suggestions of 
the reformers on the staff. The assumption 
of the reform program was that patients as 
a group are worthy of the time and effort 
required to transform the hospital. By im- 
plying the unworthiness, repulsiveness and 
contemptible nature of the patients as a 
group, the conservative staff members ef- 
fectively attacked this assumption, and eas- 
ily won the argument, since the reformers 
were unable to answer these hidden attacks. 

A final example of the operation of sanc- 
tions within the staff is provided by a situa- 
tion which occurred frequently in one of the 
back wards. It was the custom of the after- 
noon shift attendants to sit together before 
the entrance to the ward office during a 
quiet period of the day. With the exception 
of two of the attendants who manned an 
outer office, and the afternoon “charge,” 
who often was inside the office, the entire 
afternoon shift sat in a semicircle, guarding 
the office. Sitting in this position, they 
talked among themselves and watched the 
patients. If the doctor was in the office, they 
kept the patients from seeing him. Very few 
patients approached this barrier. A patient 
who did come to this group, with a request 
for a dental appointment, for example, was 
usually teased or taunted until she gave up. 
Under these conditions a civil conversation 
between patient and staff members was im- 
possible. 

All of the shift participated in this ac- 
tivity, including the most reform-oriented 
staff members. In order to honor a patient’s 
request in a situation like this, a staff mem- 
ber would have had to oppose, however gent- 
ly, another staff member in the presence of a 
patient. Since this was counter to one of the 
unspoken rules of the staff, it seldom oc- 
curred. Similar kinds of control are exer- 
cised in groups of adolescent boys. All of the 
boys, not only the leader, use the epithet 
“chicken” for the person who does not con- 
form. Staff members on the afternoon shift, 
similarly, kept each other from consorting 
with patients, even when the shift leader was 
absent. 


Rationalizations Used Within the Staff 


Staff members were controlled through 
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the operation of sanctions such as those used 
by the leadership, and through informal 
measures such as gossip and censure in face- 
to-face interaction. Of greater importance 
than sanctions in the control of the staff, 
however, were rationalizations that were 
shared by the staff members. Unlike the 
patients, the staff members were not over- 
whelmed by the operation of sanctions; staff 
members could themselves strike back 
against the shift leadership if provoked. That 
they seldom did so was the result not only 
of the power of the leadership, but also of 
the fact that the bulk of the staff was caught 
up in the system of rationalizations which 
prevented organized opposition. Even in 
wards where a stable reform group existed, 
the actions of the group were highly variable 
and inconsistent. The rationalizations which 
kept this group and similar groups on other 
wards captive are discussed below. Three 
types of rationalization will be considered: 
patient labels, ridicule of patients, and fic- 
tions concerning patients. 

The Use of Labels. The use of convenient 
labels for the patients operated to justify 
and maintain traditional hospital practices. 
Terms such as “vegetable,” (a withdrawn 
patient) which were at once an attack on the 
patient’s moral worth, and a justification of 
inactivity of the staff, were used by most 
of the staff in referring to a patient, rather 
than the more neutral psychiatric term.'” 


12. Even the supposedly neutral psychiatric terms 
often carry disparagement. Caudill noted what ap- 
pears to be a similar technique in the hospital he 
studied (op. cit., p. 62): 

“. .. Some thought was given to the meaning of 
diagnosis as a security operation. Within a hospital, 
diagnosis may be thought to serve two functions: on 
the one hand, it is a useful way of classifying a 
patient in terms of the etiology and symptoms of 
his illness; but, on the other hand it is also a way of 
disposing of a patient by labeling him. For example, 
if a patient’s behavior comes to be continually ex- 
plained by the ‘fact’ that he ‘has’ schizophrenia, then 
the chance of the patient being relegated to a chron- 
ic hospital career are increased. In this latter case, 
diagnosis may be thought of as a security operation, 
meaning that uncertainty about a patient is removed 
by labeling him and that many communications from 
him may now be safely ignored.” 

For a speculative but more general discussion of 
the moral condemnation implicit in psychiatric term- 
inology, see Sebastian de Gratzia, Errors of Psycho- 
therapy (Garden City: Doubleday, 1952). 
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This particular term, “vegetable,” was no 
longer used openly, since its use had been 
forbidden by the administration. In the .in- 
formal discussions in which most ward busi- 
ness was conducted, however, it was still 
used. 

There were two main reasons for its con- 
tinued use. The nursing staff had little train- 
ing in the use of psychiatric terminology. 
Mainly, however, they felt that the diag- 
nostic terms were pretentious and irrelevant 
to hospital problems, with some justifica- 
tion. Although an official diagnosis was at- 
tached to each patient, little use was made 
of it in the entire course of treatment.'* The 
nursing staff thought of diagnosis as one 
more of the hospital formalities which had 
little relation to actual hospital practices. 

Rather than using psychiatric terminol- 
ogy, the nursing staff described patients 
either in terms of organic conditions, or in 
terms of their ward behavior. Examples of 
the former usage were “ep” (epileptic), and 
“lobotomy” (as in the statement by one of 
the reform group: “You will never get any- 
where with her, she’s a lobotomy.” That is, 
the patient was brain-damaged and therefore 
permanently unresponsive). Further exam- 
ples were: “feebie” (feeble minded), “luie’”’ 
(luetic: a patient with syphilis), “drug ad- 
dict,” and “alcoholic.” Examples of labels 
based on behavior were: “pest,”’ “nuisance,” 
“manic,” “suicide,” “untidy” (incontinent), 
“promiscuous,” “runaway,” “hebie” (hebe- 
phrenic-silly), “queen bee” (referring to pa- 
tients who tried to keep themselves attrac- 
tive through the use of cosmetics, dress and 
so on. Usually this term had the connotation 
of persons who thought themselves superior 
to the other patients), “withdrawn,” and 
“combative.” 

All of these terms carried disparagement, 
both for the individual patients, and for the 
patients as a group. Often, however, these 
terms were used not to disparage, but simply 
for convenience. The ward culture possessed 
no other generally accepted terms which did 
not disparage. In these cases, the patient’s 
low status was reaffirmed even when there 
was no intention to do so. 


13. The relative unimportance of the official class- 
ifications of patients was noted by Belknap in “Sou- 
thern State Hospital,” see Belknap, op. cit., p. 128. 


Ridicule of Patients. There is a great deal 
ef nervous laughter in the mental hospital 
ward. Staff members faced with a constant 
array of immediate, yet recurring, problems 
frequently tell jokes at the patients’ expense. 
The types of humor considered here are: 
“identity” jokes, ridicule of patients, and 
other humor." 

Identity jokes refer to real or pretended 
mistaken identities, mistaking a patient for 
a staff member, or vice versa. In the staff 
dining room an attendant who was first in 
line with a group of attendants said to the 
staff focd-handlers: “I get so tired of taking 
these people (i.e., patients) to eat.” Jokes 
about letting staff members and others on 
and off a locked ward with a key are fre- 
quent. These sometimes have a hostile edge. 
On the author’s first visit to a men’s ward, 
when he asked to be let off the ward, one 
attendant said: “These people come in and 
then they want to get out right away.” The 
other attendant said: “You have to go 
through the (disposition) clinic if you want 
to get out, just like the others.” 

Staff members often complained that the 
dress of some of the physicians make it im- 
possible to distinguish them from the pa- 
tients. This declaration was usually met by a 
smile or laughter from other staff members 
present, as if it were malicious to admit such 
a mistake for someone with so high a status 
as a doctor. The humor in this situation 
was based on the unstated assumption of the 
lowly, undesirable status of the patient. The 
fact that staff members laughed at jokes like 
these was an inadvertent affirmation of 
these underlying assumptions. 

Ridicule occurred, even on front wards, 
when a patient’s record was read to the staff 
for the first time in ward “intake” confer- 
ences. Some typical situations which oc- 
curred in a front ward “intake,’”’ where the 
physician in charge was an extremely con- 
scientious psychiatrist: 


A; 
Doctor: “We have a liberal dose of psy- 


14. For a bibliography of studies of humor as an 
instrument of social control, see Russell Middleton 
and John Moland, “Humor in Negro and White Sub- 
cultures: A Study of Jokes Among University Stu- 
dents,” American Sociological Review, 24 (1959), 
61-69. 
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chosis this morning. This patient has always 
thought she was Honeybear Warren. Better 
write to Warren and tell him he is a biga- 
mist.” (Laughter). 

Attendant: “Married to a woman 35 years 
and then...” (she laughs) The patient was 
brought in. She told her story and was taken 
out. Turning to the social worker after the 
patient left, the physician said: “Would you 
check on this?” (Laughter). 


2: 

Another patient, an American Indian. The 
physician read from her record: “She was 
doing a war dance on Highway 99. (Laugh- 
ter) She was heading West on the wrong 
side of the road.” 

Attendant: “All good Indians go West.” 
(She laughed). 


3. 

Another patient: the doctor read from her 
record: “She sets off fire alarms.” (Laugh- 
ter) “She thought her hotel was full of rub- 
ber snakes and some of them weren’t rub- 
ber.” (Laughter). 


4. 

This patient was a middle-aged woman 
with her hair in ring curls. The patient had 
finished her story of plots on television to 
“get her,’ men watching her doing her wash, 
and planning earthquakes when she dried 
her clothes. At this point in her story, she 
interjected: “Things like that would make 
most people mentally ill. Thank God I’m not 
crazy.” At this point, staff members 
coughed, covered their mouths, and took oth- 
er steps to avoid laughing out. 


5. 

After the “intake” was over, during which 
one patient had said that she was Greg Sher- 
wood, an attendant said to another: Do you 
think Pat Boone looks you in the eye when 
he’s on TV?” (They both laughed). 


The Power of Fiction. In the back wards 
there was a large body of beliefs about 
patients which was based partly on experi- 
ence, but depended mostly on being trans- 
mitted from employee to employee. Some of 
these beliefs were stated frequently and 
openly: (1) Epileptics have a very bad dis- 
position—there is an “epileptic” personality 
consisting of being willful, stubborn, change- 


15. Goffman reports instances of the “discredit- 
ing” of patients which involve subtle ridicule, in his 
study of St. Elizabeth’s Hospital. Cf. Erving Goff- 
man, “The Moral Career of the Mental Patient,” 
Psychiatry, 22 (1959), 136-137. 


able and deceptive, and so on. (2) A series 
of beliefs were related to the notion that 
patients are like children; and that patients 
are happy. (3) Female patients are wilder 
and stronger than male patients. (4) Per- 
sons lose all sense of morality when they 
become mentally ill. This conviction was re- 
lated to staff beliefs about patient sexuality. 
Other convictions were held firmly, but sel- 
dom discussed openly. Two examples will 
illustrate the tenor of a large body of similar 
beliefs. 


One attendant stated that the reason there 
was so much incontinence was that when a 
person becomes mentally ill, he loses control 
of the sphincter. She said that the doctor 
would agree to that. Author: “Why is it then, 
that there is so much incontinence here and 
so little on some of the other wards?’ At- 
— “Because our patients are so much 
sicker.” 


A front ward attendant, a person who was 
an unusually competent nurse and was sym- 
pathetic with the patients when in actual 
contact with them (although she “talked 
tough” with the other attendants) stated, as 
an aside from the main topic of conversation, 
that all mental patients have a distinctive 
odor: “You get in the showers with them 
sometimes. It just pours off them.” 


On back wards such beliefs were firmly 
held by most of the staff. Since practically 
all of the staff shared these beliefs, they were 
validated by consensus. On front wards, how- 
ever, these beliefs were much more of an 
individual matter, so that the staff member 
was much less certain of their validity. 

Of all the aspects of patient behavior dis- 
cussed by the staff, the most prominent was 
the patients’ sex life. The nursing staff had 
the strong belief that patients’ sex life was 
abnormal and should be strictly regulated. 
In one staff conference, the misbehavior of 
a patient on the grounds was the topic of dis- 
cussion. A number of rumors of misbehavior 
by this patient had been discussed. The argu- 
ment appeared to be resolved, however, when 
a student nurse indicated that she was an 
eye-witness to the incident. 


Student nurse: “Lola was carrying on with 
a male patient near the tennis court.” (Said 
with rolling of eyes and gestures indicating 
a serious offense). 


Social worker: “What was she doing?” 
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Attendant: ‘‘That’s just like Lola. I 
wouldn’t put it past her.” At this point there 
was a great deal of tsk-tsking, nodding of 
heads, and giggling. Staff members began 
to whisper to each other about other aspects 
of the “patient sex problem.” 


Social worker: “Just exactly what was she 
doing? Were they having intercourse?” 


Student nurse: “No.”’ (This came as a sur- 
prise, since everyone had assumed that had 
been what she meant.) “They were just kiss- 
ing, but Lola was the aggressor; he was try- 
ing to bring her back to the ward, and she 
kept dragging him back.” 


Social worker: ‘““Maybe she was out of line, 
but there was nothing terribly wrong about 
what you saw, which is the idea you gave us 
at first.” 


Student nurse: “I guess what she was 
doing was all right, but not for a patient in a 
State Mental Hospital.” 


The student nurse felt, and the other staff 
strongly concurred, that such behavior was 
inappropriate for a person with the status 
of a patient. Although patients occasionally 
were promiscuous, there was no factual basis 
for most of the stories that circulated 
through the staff. 


The cumulative result of the stream of 


rationalizations, the labels, ridicule, and fic- 
tions was that an image of the patient was 
created and maintained in the ward, an 
image that was congruent with traditional 
practices. The administration sought to break 
up this image in its training of the attend- 
ants, and in its formal presentations. But the 
image offered by the administration was 
vague in outline, and heard infrequently on 
the back wards. 

The circumstance which sealed off the pos- 
sibility of escape from the ward frame of 
reference was the condition of the patients. 
The administration program rested on the 
assumption that patients were worthy human 
beings, yet the evidence afforded by the 
staff’s own eyes seemed to belie the assump- 
tion. Most of the patients on back wards 
were pitiful in appearance, at best, living 
under crowded and harrowing conditions. 
Without adequate clothing and washing con- 
veniences, cut off from support from the out- 
side community, abandoned by their rela- 
tives, they were a sorry picture to the staff. 





Under the impact of the ward rationaliza- 
tions, the staff was selectively sensitized to 
only the worst features of the patients, and 
often overlooked the courage and decency 
that accompanied these features. In these cir- 
cumstances, the rationalizations presented in 
staff discussions seemed to be confirmed 
daily, and the administration’s program 
seemed Utopian and fanciful. 

With the combined impact of sanctions 
and rationalizations, the members of the 
neutral and conservative groups were kept 
firmly in their place as traditional staff 
members. Even the members of the reform 
group, who had their own defenses against 
these controls, were not able to act consist- 
ently to further hospital reform. These staff 
members had no “place to stand” psycholog- 
ically, because of their isolation. Because of 
the continual, but disguised verbal assaults 
on the patients, in which they occasionally 
participated, they were unable to maintain 
their ideological bearings, and drifted back 
and forth in their opposition to traditional 
ward practices. 


SUMMARY 


This analysis of the reaction of the staff 
of a large mental hospital to an administra- 
tive program of change has revolved around 
the question. How was the staff able to resist 
the program introduced by the administra- 
tion? It suggests that the answer lay in the 
differing structures of the administrative 
and staff groups. 

The staff of the hospital was a stable and 
highly organized community. Within this 
community, over the years, an informal sys- 
tem of sanctions and rationalizations had 
evolved. These techniques were described. 
They enabled the staff to exert control over 
the administration and to keep discipline 
within its own ranks. The system of social 
control was sufficiently effective to stale- 
mate a vigorous program of reform intro- 
duced by the administration. The system was 
also so pervasive that even the sizable group 
within the staff who wished to participate 
in hospital reform were confused or neutra- 
lized. ' 

The administrative and medical personnel, 
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by contrast, were highly mobile and lacking 
in the training and interest necessary to pro- 
vide leadership in the staff community. Due 
to the shortages of personnel and resources, 
and the nature of the physicians’ training, 
the administration relied largely on formal 
controls, without the informal system of 
controls which usually supports changes in 
organizations.’® In this situation, the de- 
fensive tactics of the staff were effective to 
the point that the program did not reach 
completion. 

Assuming that the shortages of personnel 
and resources that the administration faced 
will not be greatly changed in the near 
future, the problem of planning change in 
existing mental hospitals and similar cus- 
todial organizations becomes a problem of 
understanding the informal techniques of 
control used by the staff, and of counter- 


techniques to be used in instituting new 
programs. 


16. Cf. Chester Barnard, The Functions of the 
Executive (Cambridge: Harvard University Press, 
1938). According to Samuel A. Stouffer, et al., The 
American Soldier: Combat and Its Aftermath 
(Princeton: Princeton University Press, 1949), Vol. 
2; pu dids 


“One important function of the existence of for- 
mal sanctions was that when imposed they called 
into automatic (italics mine) operation informal 
sanctions, both social and internalized. The exist- 
ence of these informal sanctions gave the formal 
sanctions much of their force.” 


This quotation illustrates the importance of the 
informal system of control. However, it is question- 
able whether the informal sanctions are automa- 
tically called into operation to support the rule. They 
may, as has been pointed out here, subvert it. The 
conditions under which the informal system supports 
or subverts the formal system can only be answered 
through empirical investigation. 


Letters to the Editors 


Sirs: 

I would like to correct a statement made 
by Dr. Hans Mauksch in his review of my 
book, Social Science in Nursing: Applica- 
tions for the Improvement of Patient Care 
(Journal of Health and Human Behavior, 
Spring, 1961). 

In relation to my attempts to disseminate 
social science content into the nursing school 
program, Dr. Mauksch says, “One cannot 
help wondering how a fifteen-hour course 
can accomplish all that is claimed by Profes- 
sor Macgregor”. The course I presented was 
thirty hours, not fifteen. In addition, many 
other methods were used to disseminate so- 
cial science knowledge; namely, participation 
in health team conferences, clinical classes, 
faculty seminars, and so on. 

Taken as a whole the amount of time avail- 


able for social science instruction, as I em- 
phasized in the book, is still far from sat- 
isfactory. 

Frances C. Macgregor 


Sirs: 

I apologize for having erroneously referred 
to the formal part of Dr. Macgregor’s project 
as a “fifteen hour course” when properly it 
was a thirty hour sequence. 

My words of caution were primarily di- 
rected against those who would look for easy 
quasi-miraculous solutions by facile super- 
imposition and addition to the curriculum. 

I hear many complimentary remarks about 
Social Science in Nursing. I am personally 
glad to see this book on the market. 

Hans O. Mauksch 











THE PROFESSIONAL SCHOOL AS A MOLDER OF 


MOTIVATIONS* 


Harry W. Martin, Ph.D. 
Fred E. Katz, M.A. 


A professional school, in addition to incul- 
cating students with an occupational culture 
(its knowledge, skills, norms, et cetera), 
must. help students maintain and reinforce 
their motivations at a level which assures 
successful completion of training and identi- 
fication with the profession. Schools repre- 
senting professions composed primarily of 
men, in contrast to those predominantly com- 
posed of women, may enjoy a considerable 
advantage in this regard. A great part of 
this advantage accrues from the fact that for 
men in our society occupational status is 
primary; success of the man is measured 
largely on the basis of his position and 
achievement in the occupational structure. 
For women, on the other hand, the primary 
status is within the family; generally, their 
own occupational achievement is not the 
major status determinant for them. Indeed, 
occupational success may be detrimental to 
the wcman’s success in other areas of life,! 
particularly in the sphere of family life. As 
yet, no substitute for woman’s prime bio- 
social function as bearer and socializer of 
children has been found. Traditionally, this 
function has been the source of her status, 
identification, and self-realization. Modern 
industrial society lures or, perhaps more 
accurately, demands that many women seek 
a place for themselves outside the institution 
of the family. One consequence of these con- 


*A version of this paper was read at the annual 
meeting, American Sociological Society, Chicago, 
Illinois, September 1959. The paper was developed 
in the course of a project supported by a training 
grant (2m-6157) from the National Institute of 
Mental Health. 


1. “The majority of ‘career’ women whose occu- 
pational status is comparable with that of men in 
their own class, at least in the upper-middle and 
upper classes, are unmarried, and, in the small pro- 
portion of cases where they are married, the result 
is a profound alternation in family structure.” Tal- 
cott Parsons, Essays in Sociologicul Theory, revised 
edition, (Glencoe, Illinois: The Free Press, 1954), 
p. 94. 


University of Texas Southwestern Medical School 


Texas Technological College 


ditions is uncertainty about the role of 
woman in our society.” 


Background of the Problem 


The conflicts and uncertainties about the 
feminine role in modern society are present 
in the polemics which cluster around ques- 
tions regarding the nature of higher educa- 
tion for women. Mass media—slick journals 
in particular—have given no small amount 
of attention to the problems and successes 
of the working and career woman. Mirra 
Komarovsky* maintains and documents the 
notion that the socialization of girls in the 
contemporary family develops equally com- 
pelling but contradictory aspirations and 
habits which later result in conflicts for 
young women. Komarovsky’s‘ studies of un- 
dergraduate college women suggest, however, 
that these young people are rarely motivated 
toward an occupational career with suffi- 
cient strength to place the desire for mar- 
riage and family secondary to the desire 
for a career. By and large, to be married and 
to have children appears to remain the career 
par excellence for the vast majority of young 
women. Nevertheless, this neither discounts 
the existence of counter motivations nor 
eliminates the fact that many women experi- 


2. Mirra Komarovsky, “Cultural Contradictions 
and Sex Roles,” American Journal of Sociology, 52 
1946), 184-189. Also see: Margaret Mead, Male and 
Female (New York: William Morrow and Com- 
pany, 1949); Everett C. Hughes, “Dilemmas and 
Contradictions of Status,” American Journal of 
Sociology, 50 (1945), 353-359; Ruth Benedict, “Con- 
tinuities and Discontinuities in Cultural Condition- 
ing,” Psychiatry, 2 (1939), 66-67. 

3. Mirra Komarovsky, Women in the Modern 
World (Boston: Little, Brown and Company, 1953), 
pp. 66-67. 

4. “There are two matters about which agree- 
ment on the campus is well-nigh universal: all but 
some 10 per cent of women undergraduates intend 
to hold a paid job between commencement and mar- 
riage, and all but a handful want to get married and 
to have children.” Jbid., p. 92. 











PROFESSIONAL SCHOOL AS MOLDER OF MOTIVATIONS 107 


ence conflict in this area of life. The time 
at which the individual becomes aware of 
such conflicts and the process of resolving 
them are dependent upon the circumstances 
of the individual’s life situation. 


A STUDY OF CONFLICTING MODELS 


The writers believe that the data will 
show that girls undergoing a professional 
education are pointedly confronted with the 
task of facing and, at least temporarily, re- 
solving whatever conflicts and uncertainties 
they may have about their own motives and 
goals as women. More specifically, as we will 
attempt to show in the course of discussion, 
student nurses encounter symbols, values, 
and expectations which they perceive and 
interpret as actual or potential threats to 
their achievement of complete realization of 
womanhood. In doing this, we proceed pri- 
marily from the point of view of students 
which places them, as it were, in an antago- 
nistic position vis a vis their school. It should 
not be concluded from this procedure, how- 
ever, that the School of Nursing or its 
faculty intentionally deemphasizes or rejects 
the motives of students. 

The observations on which this study is 
based were made in the course of carrying 
out other responsibilities in a university 
school of nursing. Therefore, the study 
should be considered as a tentative explora- 
tion of one facet of the professionalization 
process which young women undergo in be- 
coming nurses. The school in which these 
observations were made is an integral part 
of a Southern university and its medical 
center. The goals and motivations of its 
faculty include the aim not only to provide 
students with an education which makes 
them superior nurses, but also to induce a 
commitment to the practice of nursing and 
to arouse interest in the status of nursing as 
a profession. In short, there are dual motiva- 
tions to give students professional knowledge 
and skills, and to involve them in profession- 
alism’—that is, an interest in the corporate 


5. By “professionalism” we refer to the efforts 
of an occupational group to take on or increase 
professional status. This is distinctly different from 
“professionalization,’ the process by which indivi- 
duals acquire the culture of a profession. 


concerns of the profession. In contrast with 
the faculty, the motivations of the students 
emphasize the “service”? component of nurs- 
ing and nursing education as a feminizing 
process. For example, 56.6 per cent of the 
students in four classes gave service to 
people and to God as among the main rea- 
sons for having entered nursing, and 95.6 
per cent were of the opinion that a nursing 
education makes better wives and mothers of 
women. 


Role Models: Past and Present 


At the time the observations were made, 
freshmen students were given a course 
which, among other things, covered the his- 
torical development of nursing and of nurs- 
ing as a profession. In the final year of the 
program, a seminar was given which dealt 
with “opportunities for the practice of nurs- 
ing and for extending personal and profes- 
sional development.” The past leaders of 
nursing were presented, particularly in the 
first year, with the dual focus of illustrating 
the challenge of nursing and the career po- 
tentials in the profession. According to the 
students, the manner in which the historical 
figures were presented, together with the 
fact that many of them were unmarried, re- 
sulted in a reluctance on the part of students 
to accept these persons as models for them- 
selves. In a group interview with seniors, 
one member of the group stated, “I think 
one change I would make [in the nursing 
curriculum] is the way we studied about the 
famous nurses of the past.”® A few opinions 
on the subject, given by other members of 
the group, illustrate the tenor of the reac- 
tion to both the mode of presentation and 
to these historically-important people as per- 
sons. 


They were always presented as perfect 
people. They did a lot of good, but they were 
not presented as real human beings. 


I think they weren’t human to us and we 
thought, “We can’t be that perfect.” 


They didn’t seem like women. Seems like 
they destroyed their being women to be 


6. This response was generated by the question, 
“If you were given the job of reorganizing all or 
any part of the curriculum, what would be the first 
thing you would change?” 
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nurses, and I didn’t want to be like that, 
and I was rather disgusted. 


... They were trying to teach us to agree 
that ... [nursing education] makes you less 
a woman and I didn’t want to start learning 
all that. I just didn’t want to hear it. 


This rejection of nursing’s historical fig- 
ures, on the basis of what the students per- 
ceived as aceticism, perfectionism, and devi- 
ation from their norms of womanliness, finds 
further exemplification in preferences for 
nursing instructors according to marital 
status. Among four consecutive classes (166 
students), 93.9 per cent preferred married 
persons as nursing instructors, 3.7 per cent 
indicated a preference for a single yerson, 
and only 2.4 per cent expressed “no pref- 
erence” or gave other responses. In addition 
to being asked for their preference on the 
basis of marital status of instructors the 
students were asked to give an explanation 
for their choices. A few of their responses 
illustrate the feeling and logic behind their 
explanations and reflect a consonance with 
the reasons given by the seniors for reject- 
ing the historical figures of nursing. 


Single (instructors) ... seem to indicate 
“be a nurse and you won’t get married.” 


[The married instructor] has completed 
her life as someday I hope to. 


There seems to be a gentle, kind and con- 
cerned feeling which is expressed by a mar- 
ried woman and not found in single women. 
Unmarried women are often lonely and tend 
to be overdominating as a result of their 
anxieties. 


I feel that in our culture the ultimate goal 
of a woman is to become a wife and mother 
and a person who has not, is not likely to be 
well-adjusted; and therefore, not competent 
to instruct others in a field such as nursing. 


Such responses on the part of students sug- 
gest that their criteria of womanliness— 
chiefly, being married—were employed as a 
yardstick for establishing their preference 
for a nursing instructor. Their responses im- 
plied that the single woman, be she ever so 
successful as a professional person, has 
failed to achieve the primary goal of life, 
and, in failing in this, has rendered herself 
less qualified as a teacher of nursing. Both 
the pioneers of nursing and unmarried in- 
structors appeared to symbolize something 


which the students did not want to emulate, 
either as women or as nurses.’ 

A question of some interest among nurs- 
ing educators is: Who in the ongoing process 
of nursing education serves as role models 
for students? Are models chosen from the 
nursing faculty, from members of the hos- 
pital nursing staff, or from among auxiliary 
nursing personnel? Table 1 is based on a re- 
quest made in a questionnaire: 

“Think of all the nurses whom you have 
come in contact with since you entered nurs- 
ing school, and indicate that one whom you 
would choose to be like as a nurse. Think of 
a particular person but indicate her by check- 
ing the position she holds (or held).” 

As Table 1 indicates, the nursing faculty 
supplied models for the majority of the stu- 
dent population under consideration. It is 
evident from the distribution, however, that 
the choices varied with class position.* The 
faculty was most popular among the fresh- 
men, least popular with sophomores, and 
progressively regained acceptance by juniors 
and seniors, but never recouped the degree 
of popularity enjoyed among freshmen. Hos- 
pital staff nurses (lowest R.N. position) at- 
tracted a maximum number of choices (36.8 
per cent) from the sophomores, and re- 
ceived fewest choices among seniors. Super- 
visors and head nurses made a consistent 


Table 1* 








Per Cent Making the Choice 
Fresh- Sopho- i. 
men mores Juniors Seniors 
(N:55) (N:38) (N:39) (N:34) 





Model 








Supervisor or 


head nurse 5.4 10.5 28.2 32.4 
Nursing faculty 

member 80.0 52.7 56.5 61.8 
Hospital staff nurses 7.3 36.8 10.2 5.9 
Other 7.3 — 5.1 — 





*The data in this and subsequent tables were ob- 
tained by questionnaire near the mid-point or end 
of the second semester of each class. 


7. Acquisition of an image of self as a nurse is 
dealt with in Ida Harper Simpson, “The Develop- 
ment of Professional Self-Images Among Student 
Nurses,” (unpublished doctoral dissertation, Uni- 
versity of North Carolina, 1956). 

8. Actual frequencies of Table I collapsed into 
a 2 x 4 tale (faculty versus non-faculty nurses) to 


avoid zero cells produced chi square = 9.32, 3 d.f.; 
P< .05. 

















gain over the four classes by rising from a 
choice of 5.4 per cent among freshmen to 
better than 32 per cent among seniors, a 
six-fold increase. 

The choice of role models reflects several 
characteristics of the structure and emotion- 
al aspects of students’ experience.® During 
the freshman year, students’ contact with 
hospital nurses is at a minimum; this must 
be considered in connection with their high 
choice rate of faculty. The emotional con- 
text of each class year differed. The sopho- 
more year was recognized by faculty and 
students as the most stressful; drop-outs 
reached a peak in this year, and a period 
toward the end of the first semester was re- 
ferred to by both faculty and students as the 
“Sophomore Slump.” The freshman year ap- 
peared to be the second most stressful, the 
junior and senior years were the most equa- 
ble in that order, with the senior year char- 
acterized by a rise in anxiety toward its 
end. The low choice of faculty members by 
sophomores is partially, if not completely, 
explainable on the basis of the anxiety and 
“negativism” characteristic of this period 
and which tended to employ the faculty as 
its target. The somewhat higher rate of 
choosing faculty members by juniors and 
seniors probably reflects a diminution of 
the negativism. The proportion of juniors 
and seniors choosing staff nurses was, re- 
spectively, more than three to six times 
smaller than sophomores, and the proportion 
of students in both of these classes choosing 
supervisors and head nurses was approxi- 
mately three times greater than that of 
sophomores. Several plausible explanations 
for this shift could be advanced but will not 
be considered here. It is evident that as suc- 
cessful completion of training becomes more 
certain, identification tends to shift from 
persons in lower-status positions toward per- 
sons in higher-status jobs. 


Discrepant Role and Career Expectations 


In the course of her educational career, 
the student in the School of Nursing is en- 


9. The value which the students placed upon be- 
ing married suggests that the marital status of 
potential role models within the professional group 
is a significant factor in determining what persons 
are chosen as models. 
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rolled in a curriculum which provides her 
with a general as well as a professional edu- 
cation; these proceed concurrently with the 
student nurse taking academic courses along 
with other university students. In its general 
proncuncements, the nursing school empha- 
sizes the unitary nature of nursing training 
and the broad liberal arts education pro- 
vided. On the official level, it is implied that 
no disparity exists between the role of stu- 
dent nurse and that of coed; in a sense, the 
two roles are thought of as being synony- 
mcus. However, there are occasions when 
the activities and freedom of the coed role 
come into conflict with the role of student 
nurse. On such occasions, the nursing facul- 
ty is inclined to place primacy upon the role 
of student nurse, and students are inclined 
to view this as questionable. For example, 
when students desire to miss a nursing class 
in order to attend certain social affairs, they 
must obtain special permission.’° By con- 
trast, their sister coeds rather easily absent 
themselves from academic classes for these 
purposes. Student nurses tend to feel that 
their requests for such permission are coun- 
tered with a faculty attitude that they are 
being remiss in their obligation. The stu- 
dents perceive the faculty’s handling of these 
requests as giving primacy to the role of 
student nurse, thereby implying that other 
interests of students are secondary—the stu- 
dent nurse role being used as the sanctioning 
device. 

One consequence of these divergent expec- 
tations around the student role was to create 
or to exacerbate a feeling on the part of stu- 
dents that the faculty expected them to be 
wholly committed to nursing. An often ex- 
pressed complaint on the part of students 
was that too much emphasis was put upon 
being “dedicated” to nursing. Group inter- 
views with one class of seniors shortly before 
graduation suggested that this opinion was 
at its height in the senior year. The follow- 
ing excerpts illustrate some seniors’ views: 


It seems like the instructors feel nursing 
should be your life. You should think about 
nursing and nothing else—and I don’t think 
anybody in our class agrees with that. 


10. The necessity for student nurses to spend a 
relatively large number of hours in the hospital 
sharply differentiates their curricular and extra- 
curricular life from that of other coeds. 
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They want us to be dedicated and every- 
thing else secondary. 


It seems to be the feeling that when you 
come to this school and graduate, you are 
just obliged to . . . make nursing your life. 


... We want other things and they want 
us to be completely nurses and stay in the 
nursing profession. 


During the final semester of the following 
year, an attempt was made to determine the 
extent of the “dedicated” opinion within the 
entire student body. The students were asked 
to respond to the statement: 


“The School of Nursing puts too much 
emphasis upon students’ being ‘dedicated’ to 
nursing. How do you feel about this?” 


As Table 2 indicates, with the exception 
of juniors, the proportion of students in each 
class holding this opinion exceeded the pro- 
portion not holding it. It will be observed 
that the percentage of seniors agreeing ex- 
ceeded all other classes; however, the total 
response distribution did not generate a sig- 
nificant statistic.11 Within each of the other 
classes, the response distribution did not di- 
verge significantly from the “equal answer” 
hypothesis.'* The divergence of the seniors, 
on the other hand, produced a chi square of 
15.10, significant beyond .01. Also, the dif- 
ference between the proportion of seniors 
holding the “dedicated” opinion was signifi- 
cantly larger than that of either freshmen 
or juniors, but not that of sophomores." 


Table 2 


Percentage of Nurses Agreeing or Disagreeing with 
the Emphasis upon Dedication to Nursing 














Response Too Much Emphasis 
Fresh- Sopho- 
man mores Juniors Seniors 
(N:55) (N:38) (N:39) (N:34) 
Agree 41.8 47.4 38.5 64.8 
Disagree 36.4 28.9 41.0 17.6 
Undecided 21.8 23.7 20.5 17.6 
Totals 100.00 100.0 100.0 100.0 





11. Chi square = 7.50, 6 d.f., P>.20. 

12. Henry E. Garrett, Statistics in Psychology and 
Education, third edition, (New York: Longmans, 
Green and Company, 1947), pp. 243-244. 

13. Senior-freshman difference = 23.0, C. R. = 
2.10, P = .0358; Senior-sophomore difference = 
17.4, C. R. = 1.48, P = .1388; Senior-junior differ- 
ence = 26.3, C. R. = 2.24, P = .0250. 
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volves the allocation of primacy to the stu- 
dent nurse role over that of coed, and use 
of the former role as a sanctioning device 
and an effort by the School to challenge stu- 
dents to greater allegiance to the profession. 
The reaction of many students is to the ef- 
fect that too much emphasis is placed upon 
the profession, seemingly at the expense of 
what they regard as other legitimate inter- 
ests and goals of life. The findings suggest 
that such attitudes are most prevalent and 
intense among students on the threshold of 
becoming full-fledged nurses. One plausible 
explanation for this is that at this stage of 
their career, students are concretely faced 
with the competing pressures of what they 
want for themselves and what they think 
their school expects. of them as its repre- 
sentatives within the profession. One gradu- 
ating senior expressed this conflict as fol- 
lows: 


If they ask where you are going and you 
say, “I am going to so and so,” they say, 
“You ought ... not to consider where you 
like to work but where the best position is,” 
—whether you want it or not. 


Marriage and Career 


Thus far, we have seen that almost 100 
per cent of the students felt that a nursing 
education makes better wives and mothers 
of women, that the historical figures of 
nursing and single instructors did not ap- 
pear to hold a great deal of attractiveness 
for students as role models, and that students 
tended to resent any implications that pro- 
fessional or career considerations should 
take preference over their more personal 
goals in life—particularly to be married and 
to have a family. Two questions occur at 
this point: (1) Does a nursing education 
deflect the aim of students from the target 
of marriage and family,’ and (2) What in- 
fluence does the educational process have 
upon students’ intent to be practitioners of 
nursing? 

The students were asked: 

“As you see your future from now, which 


of the following would you prefer to be doing 
five years from now: married, part-time 


14. By asking this question, we do not imply that 
it should. 
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nursing? married: not nursing? married: 
full-time nursing? single: part-time nurs- 
ing? full-time nursing? not yet nursing ? 

There seems little doubt about the answer 
to the first question: of the 166 students in 
four classes, only three freshmen (1.8 per 
cent of the tctal) preferred to be single five 
years after graduation. The experience of 
undergoing a nursing education might well 
increase the desire to be married and have 
a family; our data shed no light on this. 
Table 3 does show, however, that to be 
married five years after graduation was 
nigh a universal preference, and that this 
preference did not diminish over the four 
classes. 

Question two is more difficult. Under the 
circumstances sketched thus far, we hypothe- 
sized that students are progressively alien- 
ated from the intent to actually practice 
nursing and, further, that this reduction of 
intent would be most pronounced in periods 
of turbulence during the educational process. 
Generally, the response pattern in Table 3 
fails to support the first part of the hypoth- 
esis; however, since withdrawals from the 
program are sharply reduced after the soph- 
omore year, oir respondents in the last three 
classes consists only of those persons most 
fully committed to at least completing their 
education. In short, it is likely that those per- 
sons most strongly alienated escaped our net 
during the interim between the close of the 
freshman year and the beginning of the sec- 
ond semester of the sophomore year. As for 
the second part of the proposition, there is 
some minimal supporting evidence. The pro- 
portion of sophomores preferring to be out 
of nursing within five years after gradua- 
tion was almost twice as great as that of 
freshmen and juniors, and a slightly-smaller 
proportion preferred to be working full-time 
five years after graduation. The evidence 
from the seniors is somewhat stronger. In 
the previous section it was suggested that 
students on the verge of graduation experi- 
ence heightened awareness of what they see 
as a gap between what they want for them- 
selves and what their school expects of them. 
The responses from seniors tend to support 
this notion and suggests that the conflict 
may be resolved in favor of self-determina- 
tion of their role. Seniors exhibited a some- 


what greater preference for part-time nurs- 
ing than any other class; a full quarter did 
not want to be nursing at all five years after 
graduation, and the proportion of seniors 
preferring to be in full-time nursing was 
approximately three times smaller than any 
other class. 


Table 3 


What Students Would Prefer to be Doing 
“Five Years from Now” 














Preference Percentage Expressing Preference 
Fresh- Sopho- 
man mores Juniors Seniors 
(N:50) (N:38) (N:37) (N:34) 
Married: 


part-time nursing 62.0 55.3 62.2 67.6 
Married: 


not nursing 16.0 28.9 16.2 26.5 
Married: 

full-time nursing 22.0 15.8 21.6 5.9 
Totals 100.0 100.0 100.0 100.0 





Chi square = 6.24; 6 df. P>.30 


These findings are not sufficient for draw- 
ing hard and fast conclusions; yet, they do 
indicate that a majority of the students look 
upon nursing as an adjunctive or part-time 
career, with a slight increase in this direc- 
tion as they approach graduation. The re- 
sponses also show that a relatively-small 
proportion, at most about one-fifth, prefer 
to be in full-time practice five years after 
they graduate; and, again, this preference 
appears to decline as graduation approaches. 
More generally, the data lend some support 
to the hypothesis that certain nonacademic 
elements in the professionalization process 
tend to deflect young women from nursing. 
The hypothesis is strengthened by recogniz- 
ing that, at the time the data were obtained, 
the attrition in all classes other than the 
freshman class was in excess of thirty per 
cent. A thorough test of the hypothesis 
should be based on longitudinal research con- 
cerning factors which account for drop-outs. 
Moreover, the research should be conducted 
in several schools of nursing to reduce the 
influence of factors more or less unique to 
individual schools. 


DISCUSSION AND CONCLUSION 


In historical perspective, the emphasis 
upon careers and professionalism in nursing 
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is in line with the tradition of feminism— 
with its quest for higher status for women 
through occupational and other opportunities 
equivalent to those of men. According to 
Shryrock," the medical historian, the devel- 
opment of modern nursing was assisted by 
the feminist movement. Nursing, in many 
respects, is a monument to those women in 
the late nineteenth and early twentieth cen- 
turies who aimed at establishing nursing as 
a profession providing careers for women.'® 
One historian of nursing maintains that 
nursing is still moving in this direction: 
“The young profession,” she says, “‘is prepar- 
ing for the challenge and we may expect it 
to take a place comparable to that of other 
professions, except that it will probably con- 
tinue to be controlled by women from top to 
bottom.”!’ In their emphasis upon equality of 
opportunity, the feminists have long labored 
under the dilemma of being accused—rightly 
or wrongly—of advocating diminished wom- 
anliness in women. It was precisely this accu- 
sation which the students were lodging 


15. Shryock maintains that the success of the 
first modern school of nursing (the Nightingale 
school) was a triumph for feminism and for superior 
nursing, an accomplishment in keeping with the 
trends of the time, reflecting a grudging recogni- 
tion of women. Richard Harrison Shryock, The De- 
velopment of Modern Medicine (New York: Alfred 
Knopf, 1947), p. 344. 


16. Miss Nightingale “ .. . made it clear that she 
did not advocate a new religious ‘nursing order,’ 
she wanted to establish a secular career for women, 
similar to law and medicine for men. And she suc- 
ceeded.” Deborah MacLurg Jensen, History and 
Trends of Modern Nursing (St. Louis: The C. V. 
Mosby Company, 1950), p. 154. 


17. Ibid., p. 355. 
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against pioneer nurses, against unmarried 
faculty, and against what they perceived as 
an excessive emphasis upon being “dedi- 
cated” to the profession.'* 

The intent of this paper is not to engage 
in the polemics of either the feminist or anti- 
feminist—the necessity for, if not the status 
of, women’s participation in modern society 
appears to be well-assured. Our purposes 
have been to call attention to the way some 
features of the historical and current con- 
text of the broader problem seem to enter 
the process of training young women to be 
nurses. Most student nurses are at the age 
in life when courtship and marriage is most 
likely to occur. Any factors which threaten 
or intimate that they should pursue a course 
which might preclude or diminish their real- 
ization of full womanliness is resisted. The 
students under our observation were enthus- 
iastic about doing nursing based mainly on 
motives of “service.” However, they mani- 
fested only minimal interest in professional- 
ism, notably a minor commitment to a nurs- 
ing career which might imply that certain 
other goals are secondary. To the extent that 
this is a general pattern, nursing education 
is faced with the dilemma that its efforts to 
provide training and to increase professional 
commitment are countered by motivations 
which resist the molding process of the pro- 
fessional school. These and similar dimen- 
sions of the professionalization process need 
to be better understood. 


18. It must be emphasized that we have no evi- 
dence suggesting that the School of Nursing advo- 
cates that students renounce marriage so that they 
might become devoted, full-time nurses. In fact, 
there was evidence to the contrary—students were 
frequently permitted to marry and continue their 
education. 
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PERSONALITY PATTERNS ASSOCIATED WITH THE 
PROFESSIONS OF DIETITIAN AND NURSE 


Sidney E. Cleveland, Ph. D. 


The hypothesis that individuals in con- 
trasting occupations may be characterized 
by unique and differing personality patterns 
is an intriguing one. The corollary idea that 
personality needs and occupational roles may 
interact in complementary ways has received 
only scattered attention in the literature. 
Considerable research interest has focused 
on the assessment of various occupational 
groups using standard paper and pencil tests 
to evaluate personality or vocational] interest 
inventories for assessment of work prefer- 
ence.! 


By comparison, intensive exploration of 
the personality correlates associated with 
occupational membership utilizing projective 
techniques has lagged. Most likely it has 
proven difficult to assemble representative 
normal groups and to gain their cooperation 
in taking tests which carry the halo of the 
clinic and the mental hospital. The pioneer- 
ing work of Roe? serves as an exception to 
this statement. Her application of such pro- 
jective tests as the Rorschach and TAT to 
various professional and scientific groups 
offers fresh insights into the personal moti- 
vations involved in occupational choice and 
participation at highly specialized levels. 
However, her lengthy investigations have 
been limited to top level scientific positions. 
As she points out, extension of similar 
studies to the sub-professional and technical 
levels is also needed.* 


1. A. P. Beaver, “Kuder Interest Patterns of 
Student Nurses,” Journal of Applied Psychology, 37 
(1953), 370-377. 

Leslie Navran and J. C. Stauffacher, “A Com- 
parative Analysis of the Personality Structure of 
Psychiatric and Non-psychiatric Nurses,” Nursing 
Research, 2 (1958), 64-67. 


2. Anne Roe, “A Psychological Study of Eminent 
Psychologists and Anthropologists, and a Compari- 
son with Biological and Physical Scientists,” Psy- 
chological Monographs, 67 (No. 2, 1953, Whole No. 
852); Anne Roe, The Psychology of Occupations 
(New York: John Wiley and Sons, 1956). 

3. Ibid. 


Veterans Administration Hospital, Houston, Texas 


and Baylor University College of Medicine 


The present study represents such an ex- 
tension. It is concerned with a comparison of 
the personality characteristics, as revealed 
by the Thematic Apperception Test, of dieti- 
tian and nurse groups at both the student 
and staff levels. In addition these same 
groups are compared as to conscious motiva- 
tions for occupational choice. 


SUBJECTS AND PROCEDURE 


The student nurse population (total 154) 
was drawn from classes assigned to the 
Houston VA Hospital for an affiliate course 
of twelve weeks in psychiatric nursing. 
Seven different classes were studied. All 
members were female, 20-23 years old. None 
had had any prior psychiatric nursing ex- 
perience. The Thematic Apperception Test 
(hereafter called TAT) was administered 
during their first week of training, before 
they began working with psychiatric 
patients. At the time of their assignment to 
this hospital, all had had 18-30 months in 
nursing school. Two of the classes were pur- 
suing a college course in nursing, leading to 
a B. S. degree as well as the R. N. degree. 

Four different groups of young women, a 
total of 47, comprised the dietetic intern 
sample. These women (21-25 years of age) 
all had received the B. S. degree in dietetics. 
They were assigned to the Houston VA Hos- 
pital for an internship year in dietetics. Test- 
ing occurred during the early weeks of their 
internship. 


The group of staff dietitians comprised 51 
women, ranging from 23 to 60 years of age 
and from 2 to 36 years’ experience in dietet- 
ics. The mean age was 32.6 years, and the 
mean years’ experience, 8.6. Ten of these 
women were staff dietitians at the Houston 
VA Hospital, and the remainder, staff mem- 
bers at various hospitals and other types of 
institutions in the Houston area. 


The staff nurse group included 23 women 
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Figure 1. TAT Pictures Presented To Respondents 





Reading up and down the columns in 
order: 1, 2, 6GF, 7GF, and 8GF. 
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and two men, age range 22-49 years and 
experience range 1-26 years. The mean age 
of the group was 35.4 years, and the mean 
experience 11.6 years. All were members 
of the Houston VA Hospital nursing service. 
Eight performed supervisory or head nurse 
functions; the remainder were concerned 
with direct patient care. Ten were trained, 
and presently working, in psychiatric nurs- 
ing; the remainder served on medical, sur- 
gical and tuberculosis wards. 

Although the dietitian groups enjoyed an 
educational advantage over the nurses, two 
of the seven student nurse classes were pur- 
suing a college curriculum. In addition, some 
individual members of the nurse groups had 
completed varying numbers of semesters of 
college work. While some difference in mean 
intelligence level may have existed between 
nurses and dietitians, no significant differ- 
ences in TAT productivity resulted among 
the subject groups. Moreover, simple vari- 
ance in intelligence probably could not have 
produced the different patterns of personal- 
ity variables among the groups reported in 
the present study. 


Test Administration 


All subject groups volunteered to take the 
TAT. Stories were elicited using the stand- 


ard TAT series, pictures 1, 2, 6GF, 7GF, and 
8GF in Figure 1.%* These pictures had been 
prepared in the form of 314” x 4” slides and 
were projected on a screen. Subjects were 
tested in groups of 8 to 20 members. Indi- 
vidual chairs with writing arms were pro- 
vided and separated at sufficient distance to 
insure independent story production. Four 
minutes per story was allowed in an attempt 
to obtain greater uniformity in length of 
stories. Nearly all subjects were able to bring 
a story to completion within the time limit. 
During this four minute period, the picture 
remained projected on the screen. Illumina- 
tion of the room was such that the picture 
could be seen easily, yet the room remained 
sufficiently light to permit subjects to record 
their stories. All groups were asked to write 
out their stories anonymously. Following ad- 
ministration of the five TAT pictures, the 
subjects were also asked to record their rea- 
sons for having chosen nursing or dietetics 
as an occupation. 


Method of Interpretation 


This study originated simply as an em- 
pirical investigation of the TAT records of a 
student nurse class and a group of dietetic 
interns. However, the author was from the 
first impressed by the unique and contrast- 
ing pattern of themes presented by these 
two groups. Accordingly, a more formal sys- 
tem of test scores was substituted for the 
initial clinical and impressionistic analysis 
of the records. Subsequently the TAT’s of 
each succeeding nurse or dietitian class were 
scored for these same variables. Approxi- 
mately four months intervened between the 
testing of each student nurse group and one 
year separated each dietetic intern group 
studied. 

Following is a description of the TAT 
scores presented in Tables 1 and 2 and con- 
sidered to represent the major themes unique 
to one or the other subject group: 


3a. The inclusion of these five TAT pictures is 
by editorial request for the sake of better communi- 
cation with interdisciplinary readers. The Journal is 
not trying to “show the Eiffel Tower to people who 
live in Paris;” it is motivated by the belief that 
many people who will want to read this article are 
not well acquainted with TAT. Whole sets may be 
obtained from The Harvard University Press. 
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Achievement. Stories to Cards 1, 2, and 
8GF were assigned scores ranging from +3 
to —3. Positive scores were assigned .de- 
pending on the degree of emphasis placed on 
attainment of success, concern with status, 
putting forth of great effort toward a laud- 
able goal, et cetera. For example, the follow- 
ing story on Card 2 is assigned a score of +3: 


This is a sort of Abraham Lincoln of 
women. All day long she strives hard to help 
her family make a living. At night she reads 
by dim candlelight so that she can teach 
others all this knowledge. 


Negative scores represent fantasies of in- 
activity or nonachievement and involve 
themes of passively giving up and being 
dreamily preoccupied or asleep. A score of 
—3 would be assigned the following story 
also given to Card 2: 


This girl wanted to be a dancer or some- 
thing, but she could not qualify. Instead of 
finding something else which interests her, 
she becomes withdrawn and sits around all 
day doing absolutely nothing. 


A story featuring neither achievement nor 
failure to achieve would be scored zero. This 
scoring system is adapted from that em- 
ployed by Fisher and Cleveland* and Moran, 
et al.’ who report interscorer reliability co- 
efficients ranging from .62 to .79. 

Distress words. A simple word count was 
made for all five TAT stories of any refer- 
ence to “pain,” ‘‘trouble,’’ ‘‘anxiety,” 
“worry,” “depression,” “sadness” or other 
descriptions of suffering and distress. This 
scoring device has also been utilized by 
Fisher and Morton® in research relating 
ward atmosphere to certain personality char- 
acteristics of ward personnel. Interscorer re- 
liabilities of .82-.95 are reported. 

Sad-lonely. Another word count in part 


4. Seymour Fisher and S. E. Cleveland, Body 
Image and Personality. (Princeton: Van Nostrand, 
1958). 

5. L. J. Moran, G. W. Fairweather, and R. B. 
Morton, “Some Determinants of Successful and Un- 
successful Adaptation to Hospital Treatment of Tu- 
berculosis,” Journal of Consulting Psychology, 20 
(1956), 125-131. 

6. Seymour Fisher and R. B. Morton, “An Ex- 
ploratory Study of Some Relationships Between 
Ward Atmospheres and Attitudes of Ward Person- 
nel,” Journal of Psychology, 44 (1957), 155-164. 


duplicates and overlaps the previous score. 
In this case, however, only the words ‘“‘sad’”’ 
and/or “lonely” were checked when appear- 
ing in any of the five stories. 

Force violin. A score was checked for this 
category if explicit reference was made in 
the story to Card I that the boy is “forced” 
by someone to play or practice the violin. 

Daydream. A count was made for all refer- 
ences to “daydreaming” by any characters in 
any of the five stories. This scoring category 
correlates to some extent with the achieve- 
ment score but is more explicit and involves 
stories to all five cards. 

Parental attitudes. Stories to Cards 7GF 
(maternal attitude) and 6GF (paternal atti- 
tude) were dichotomized as indicating favor- 
able, positive attitudes and relations or un- 
favorable, negative attitudes. Stories reveal- 
ing neither positive nor negative feeling were 
omitted from the analysis. This scoring sys- 
tem is adapted from that employed by Fisher 
and Morton’ who reported interjudge scoring 
reliability of .81. 


RESULTS 


TAT Analysis 


Obviously most of the TAT scoring cate- 
gories reported in Tables 1 and 2 are de- 
pendent on TAT story length. In order to 
check on the relative length of stories pro- 
duced by the four subject groups, thirty 
records were picked at random from the 
student nurse sample, twenty from the diet- 
etic intern and staff nurse groups and 
twenty-five from the staff dietitians. Then 
a word count was made of all the stories in 
these records. For the student nurse sample, 
the mean story length was 47 words 
(S.D.=4.9); for the dietetic interns, 49 
words (S.D. = 6.1); staff nurses, 45 words 
(S.D. = 4.2) ; and staff dietitians, 48 words 
(S.D.= 5.2). These group differences in 
story length are not significant. Apparently, 
any group differences on the TAT scoring 
categories are not a product of differential 
story length. 

In Table 1, a comparison of student nurses 
and dietetic interns on the previously de- 


7. Ibid. 
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scribed TAT categories is presented. It will 
be noted that the two groups differ signifi- 
cantly on all of the TAT variables. It is 
recognized that several of these scores are 
interrelated. In fact, all of the scores are 
probably components of a larger thematic 
pattern. A piecemeal presentation is made 
for convenience of comparison. 


ing than were the dietitians. Finally, nurses 
attribute to parental figures predominantly 
negative attitudes while the dietetic interns 
attribute significantly more positive parental 
feelings. 

Similar comparisons at the staff level (in 
Table 2) show that, while the same overall 
thematic pattern found at the student level 


Table 1 


Comparison of Student Nurses and Dietetic Interns on Various Thematic Apperception Themes 








TAT Themes 


Subject Groups 





Student Nurses: N 154 


Dietetic Interns: N 47 





Median 
Score 


Range 


N above 
Combined 
Median Median 


Median 
Score 


N above 
Combined 


Range 





Achievement® —2 


Sad-lonely¢ 1 0-9 
Force violin4 
Yes 
No 
Day dream? 
Yes 
No 
Mother attitudes 
ao 


Father attitudes¢ 
oe 


—3 to +6 
Distress words? 3 0-14 


44 +3 —3 to +8 31 
135 Z 0-4 31 
106 0 0-2 18 


8 
39 


25 
22 


29 
12 


18 
16 





With df = 1, chi square (with Yates correction applied) for: a= 19.96, P<.001; b, 14.48, P<.001; c¢, 
12.95, P<.001; d, 9.26, P<.01; e, 6.89, P<.02; f, 31.39, P<.001; g, 6.52, P<.02. For f and g the totals are 
smaller than the number of subjects, since neutral stories are omitted. 


The dietetic interns exceeded student 
nurses in themes stressing achievement and 
success. In fact the nursing group with a 
median achievement score of —2 tended to 
give stories emphasizing passive inactivity 
and failure to achieve. Student nurse stories 
were liberally sprinkled with emotionally 
tinged words, involving feelings of suffer- 
ing, discomfort and anguish. Compared to 
the dietetic subjects, nurses also focused 
with significantly greater intensity on words 
involving sadness and loneliness. Although 
the majority of both groups avoided refer- 
ence to punitive coercion in the boy-violin 
story to Card 1, a significantly greater mi- 
nority of student nurses did inveigh the force 
of authority than is the case with the dieti- 
tians. In describing various TAT figures, 
student nurses were more likely to character- 
ize them as being in attitudes of daydream- 


prevails, group differences are no longer as 
impressive. In addition, the staff groups do 
not differ significantly on three of the scor- 


ing categories: sad-lonely words, force- 
violin, and parental attitude. As a matter of 
fact, stories by both staff groups involving 
parental attitudes are most notable for their 
absence of feelings of any kind. Perhaps the 
staff groups are being somewhat more cau- 
tious and noncommital in general in respond- 
ing to a psychological test. 


Cross Validation of TAT Results 


As has been described, the TAT data were 
collected over a considerable period of time, 
separate classes of student nurses and di- 
etetic interns being examined as each new 
class convened. Accordingly each new class 
tested may be viewed as a cross validation 

a 
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Table 2 


Comparison of Staff Nurses and Dietitians on Various Thematic Apperception Themes 

















TAT Themes Subject Groups 
Student Nurses: N 25 Staff Dietitians: N 51 
Median Range N above Median Range N above 
Score Combined Score Combined 
Median Median 
Achievement# —l1 —5 to +5 8 +1 —3 to +6 31 
Distress words? 1 0-5 18 0 0-5 21 
Sad-lonely¢ 0 0-3 11 0 0-3 13 
Force violin 
Yes 2 7 
No 23 44 
Dad dreame 
Yes 17 19 
No 8 32 
Mother attitudes 
+ 3 23 
— 9 10 
Father attitudess 
+ 5 18 
— 12 19 





With df=—1, chi square (with Yates correction applied) for: a= 4.47, P<.05; b, 5.21, P<.05; ¢, 1.87, 
P<.20; d, 0.0; e, 5.19, P<.05; f, 5.46, P<.02; g, 0.0. For f and g the totals are smaller than the number 


of subjects, since neutral stories are omitted. 


study of the TAT findings representative of 
the preceding classes. 

In order to check on the degree of uni- 
formity of the TAT scores among the differ- 
ent classes in each of the two professional 
groups, an analysis of variance test was 
made for two of the scoring categories which 
lend themselves to this procedure. The total 
student nurse and dietetic intern groups dif- 
fered significantly on the variables of TAT 
Achievement themes and use of Distress 
Words (1 d.f., P<.01). However, when the 
different classes within each professional 
group were compared, no general class dif- 
ferences persisted. 

Similar comparisons using chi-square tech- 
nique were made for the remaining TAT 
scores. No significant differences were found 
among the different classes within each pro- 
fessional group for the four remaining TAT 
scores. These results indicate that the TAT 
patterns observed retain a general uniform. 
ity from class to class within each profes- 
sional group. 


8. I am indebted to Drs. George Faibish, Rhoda 
and Seymour Fisher and Dale Johnson who served 
as judges. 





Judges’ Sortings 


As a check on the objectivity of the TAT 
patterns felt to be characteristic of the stu- 
dent nurse and dietetic intern groups, four 
experienced clinical psychologists® were asked 
to sort blindly ten records from each of the 
two subject groups. Each judge was given 
twenty different sets of TAT records, ten 
student nurse and ten dietetic intern records. 
Judges were told only that the subjects were 
young women and that the records were to 
be divided into two groups of ten records 
each. Each judge was given the following 
two descriptive statements to guide his sort- 
ing: 


(a) Group One. Striving for success, 
achievement and prestige as a way of life is 
accented. An air of confidence and a superior 
attitude on the part of some characters are 
conveyed. The importance of intelligence and 
intellect is emphasized, sometimes to the 
point of being snobbish about it. Frequently 
the idea is expressed that the way to get 
along with people is to talk things out ration- 
ally. Emotional outbursts are rare. In gen- 
eral relations with parental figures are posi- 
tive. 


(b) Group Two. Members of this group 
are much more passively oriented. Achieve- 




















ment and prestige are not highlighted. 
Events frequently occur by luck and chance 
rather than through human intervention. 
Strong emotional appeal characterizes hu- 
man interaction, especially pleas for suc- 
corance, love and support. Themes of suffer- 
ing and melancholy are accented. Relations 
with parental figures are negative more 
often than not. 


Judges were able to distinguish the rec- 
ords of Group One (dietetic interns) from 
Group Two (student nurses) significantly 
beyond chance expectancy. Two judges inter- 
changed three records, while correctly iden- 
tifying seven in each group. One judge 
missed only one record and one judge cor- 
rectly placed all twenty records. These find- 
ings lend support to the objectivity of the 
two characteristic TAT patterns. 


CONSCIOUS MOTIVATION FOR CHOICE OF CAREER 


Following the TAT testing, the subjects 
were asked to indicate their reasons for hav- 
ing selected nursing or dietetics as a career. 
In Table 3 comparison of the four subject 
groups on career choice is presented. Inad- 
vertently, this information was not obtained 
from two student nurse and one dietetic 
intern class. Accordingly the subject totals 
for these two groups are reduced to this ex- 
tent. 
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The twelve reasons most frequently men- 
tioned by the subjects for career choices are 
given in Table 3. Ten of these are ranked; 
two, frequently mentioned in connection with 
the career of the dietetian, cooking and nu- 
trition, have no counterpart in nursing and, 
so, are omitted from the rank order analysis. 

It is impossible to compress into a formal 
table the nuances expressed by the respond- 
ents in explaining their career motivation. 
Accordingly, some further detail concerning 
Table 3 is in order: 


All groups mentioned Contact With People 
as a primary consideration in occupational 
decision. However, nurses and dietetians dif- 
fered sharply in the emphasis placed on per- 
sonal contact. Nurses, especially students, 
and staff only to a lesser extent, stated that 
nursing represents an opportunity to serve 
the suffering and to serve mankind. Self sac- 
rifice in the service of others was stressed. 
In contrast, the dietitian groups viewed per- 
sonal contact as an opportunity to influence 
others in respect to proper diet. Restoration 
of health through the wisdom of science (nu- 
trition) and a kind of ‘“‘mother knows best” 
attitude characterized the dietitians’ position. 


Early Ambition 


Among the student nurses especially, a 
frequent and very interesting explanation 


Table 3 


Conscious Motivation for Choosing Nursing or Dietetics as a Career 








Rank in Number of Times Motive is Listed by* 











Motivation 106 Student 25 Staff 37 Dietetic 51 Staff 
Nurses Nurses Interns Dietitians 
Rank N Rank N Rank N Rank N 
People 1 60 1 14 | 19 1 23 
Early ambition 2 29 3 8 5 6 9 0 
God’s will 3 15 8.5 1 9 1 9 0 
Job security 4.5 12 2 10 % 4 6 6 
Prestige of medicine 4.5 12 6 3 2 14 2 13 
Self-understanding 6 11 10 0 10 0 9 0 
Preparation as housewife 7 9 a 2 8 2 : 3 
Acquaintance 8 7 4.5 5 7 4 4.5 t 
Scientific curiosity 9 4 8.5 1 6 5 3 9 
Challenge 10 0 4.5 5 3 13 4.5 7 
Food and nutrition? —_ 0 — 0 — 15 — 23 
Cookingt — 0 — 0 — 9 — 8 





*Choices were not obtained for two student nurse classes and one dietetic intern group. Total number 
exceeds total of subjects because multiple reasons were given for vocation selected. 
+Not included in rank order analysis. 
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for entering nursing was the statement: “I 
don’t know why I chose nursing, all I know 
is that ever since I was a little girl I wanted 
to be a nurse and never anything else.” Sug- 
gested here are the influences of some early 
and repressed personality determinants in 
the choice of nursing. Dietitians, on the 
other hand, indicated that career choice with 
them was a decision made relatively late, 
frequently not until the second year of col- 
lege. 


Challenge 


Student nurses and dietetic interns con- 
trast sharply on this factor. The interns 
often said that they were attracted to di- 
etetics because the professional role is in flux 
and advancement of the profession repre- 
sents a stimulating challenge. The intellec- 
tual stimulation and challenge of dietetics 
also was frequently cited. One intern’s ex- 
planation is typical of many: “Dietetics had 
a reputation for being a tough course at our 
school and I knew that if I passed it I was 
really good.” By way of contrast, student 
nurses said they looked for little in the way 
of challenge in nursing. Rather, the stability 


and well defined nature of the role of nurs-. 


ing seemed to appeal to them; but experi- 
enced nurses did cite the challenge and stim- 
ulation provided in nursing as a motive. 


Scientific Curiosity As A Motive 


Nurses, regardless of experience level, ap- 
parently found slight appeal in the scientific 
aspects of nursing and medicine. No doubt 
service demands leave little time for scien- 
tific contemplation. Dietitians, however, es- 
pecially those at the staff level, were in- 
trigued by the scientific aspects of dietetics. 


Prestige of Medicine 


Dietitians tended to be status conscious as 
was observed in the TAT material. Identifi- 
cation with the “medical team” ranked high 
with those dietitians employed in a medical 
setting. 


Self-understanding 


A small but consistent number of student 


nurses stated frankly that they hoped to 
know themselves better as a byproduct of 
nursing. Elaborations of this explanation for 
vocational preference reveal that these young 
women conceived of nursing school as a kind 
of psychotherapeutic venture which they 
hoped would result in greater personal un- 
derstanding. Not a single member from the 
other three groups listed such a reason for 
vocational choice (Table 3). 

Rank order correlations among the four 
subject groups for the ten career choices 
were calculated. In only two of the subject 
groups does there appear to be a significant 
relationship in terms of stated reasons for 
career choice: a correlation of .82 (signifi- 
cant at the .01 level of confidence) is ob- 
tained between staff and intern dietitians; 
between dietetic interns and staff nurses, 
.64 (.05 level). Thus, while dietitians, 
whether at the staff or intern level, appeared 
to be in essential agreement concerning the 
relative importance assigned to different as- 
pects of career choice, no agreement exists 
at the staff vs. student level for nurses. In- 
spection of Table 3 gives some clues concern- 
ing the apparent shift in career motivation 
with experience in the nurse group. For one 
thing, job security increases in importance 
for those who remain in nursing. Invoking of 
divine assistance in career selection declines 
with experience as does the importance as- 
signed to the gaining of self-understanding, 
through nursing. Perhaps the shift in moti- 
vation could be summed up by describing the 
staff nurses as having a somewhat less ro- 
mantic, more practical and realistic outlook 
on nursing than do the eager students. That 
experienced nurses are not bored with their 
routine, however, is suggested by an in- 
crease in the emphasis placed on the chal- 
lenge offered in nursing from student to 
staff level. 

Not only are dietetic interns in agreement 
with experienced dietitians as to reasons 
cited for occupational choice, but also they 
are in moderate agreement with staff nurses 
on the same variable. Possibly this implies 
a closer identification on the part of the in- 
terns with staff level role and responsibili- 
ties than is the case with student nurses who 
still identify primarily with the role of stu- 
dent. 














DISCUSSION 


Two contrasting personality patterns 
emerge from the present results. At the level 
of unconscious fantasy, nursing groups are 
characterized by rather passive or at least 
nonachieving attitudes. Strong emotional 
display is freely indulged and a melancholy, 
somewhat depressive outlook is conveyed. 
Pleas for succorance are implied in preva- 
lent fantasies of suffering, distress, and emo- 
tional deprivation. Motivation for undertak- 
ing of responsibility is apt to be couched in 
strongly authoritarian terms. Parental rela- 
tions at the fantasy level are seen as filled 
with tension. 

In contrast, dietetic groups appear much 
more status-conscious and achievement-ori- 
ented than is the case with the nurses. Inter- 
personal relations are conceived as being 
conducted in a more formal and restrained 
manner with emphasis placed on rational 
solutions to conflict situations. An air of 
confidence and a feeling of natural superi- 
ority in relation to others are conveyed. 


While these patterns contrast most sharp- 
ly at the student level, the same overall dif- 
ferences are noted at the staff level although 
attenuated in degree. It is also of interest to 
note that many of the conscious reasons giv- 
en for having chosen nursing or dietetics 
complement these underlying personality dy- 
namics. For example, nurses place self-sacri- 
fice to those suffering and in pain high on 
their list. Many of the nurses credit a cov- 
ert but powerful urge propelling them al- 
most blindly toward nursing. Initially at 
least they see nursing as a well-defined and 
“safe” role. On the other hand those select- 
ing dietetics report being more impressed by 
the opportunity for intellectual gratification 
in a field of science. Status and prestige in 
a professional role and the challenge to 
achieve in establishing this role at a truly 
professional level also characterize the dieti- 
tians’ reported motivations. 

It is tempting to speculate concerning the 
possible interrelationships between person- 
ality characteristics and the demands and 
skills which comprise the functions of nurse 
or dietitian. Certainly the duties of nursing, 
especially those related to direct patient 
care, seem particularly suited toward grati- 
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fication of some of the personality needs out- 
lined in the present findings. For example, it 
is obvious that one of the primary obliga- 
tions in nursing is attending to the needs 
of those in distress. Perhaps in order to 
work effectively with those who are suffer- 
ing, in order to empathize with pain and 
discomfort, the nurse herself needs personal 
investment in such feelings. Ability to iden- 
tify closely with the underdog may require 
appreciation of similar attitudes on the 
nurse’s part. In addition, the role of patient 
in our achievement-oriented culture is in 
some respects an alien one. Patients do not 
achieve, they do not produce. To persons 
dedicated to success and striving this may 
be annoying. Perhaps nurses, themselves 
having certain passive traits, can better tol- 
erate the inactivity which characterizes the 
role of patient. 

Similar conclusions were reached by Fish- 
er and Morton® who studied the relationships 
between ward atmosphere and ward person- 
nel personality characteristics. Nurses on 
TB wards with high morale (patient rated) 
emphasized in their TAT stories themes of 
distress and passivity. Nurses with duty as- 
signments on TB wards rated low in morale 
tended not to respond in such manner. The 
authors contend that “. . . the sort of person 
who would be most friendly and positive to- 
ward patients . . . would be one who could 
best empathize with sickness and suffering. 
It would be one who personally had tenden- 
cies to identify with sadness, misfortune and 
the role of the underdog.” 

The dietitian in her daily work is faced 
with a situation differing from that of the 
nurse. For one thing, the dietitian does not 
enjoy the role stability which a long history 
and the medical hierarchy have established 
for the nurse. The short history of dietetics 
has been marked by a struggle to establish 
professional status. In a hospital setting she 
must carefully chart her role and position 
in relation to other well-established hospital 
roles such as those of nurse and physician. 
A considerable portion of her work involves 
aspects of teaching, imparting of knowledge 
to others such as advising and persuading 
patients as to their proper diet. Supervision 


9. Seymour Fisher and R. B. Morton, op. cit. 
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of kitchen employees, who often may surpass 
her in the technical skills of cooking, repre- 
sents still another possible crisis point in 
interpersonal relations. 

On the basis of the personality needs indi- 
cated in the TAT stories, one would conclude 
that dietitians are unusually well-prepared 
to face their challenging yet unstable role. 
One can conjecture how appealing this role 
may be for chose searching for worlds to 
conquer. Obviously theirs is a situation of- 
fering much in the way of challenge. Appar- 
ently they approach this challenge with an 
air of confidence, a feeling of capability and 
the poise and social facility for getting out 
of tough places. In addition they find in the 
field of dietetics fulfillment of prestige and 
status needs through opportunities for influ- 
encing and supervising others. Stimulation 
of intellectual curiosity is also available 
through exploration of nutrition and the sci- 
entific aspects of food handling and prepara- 
tion. 

Of course nursing and dietetics are by no 
means the only vocations providing outlet 
for the kinds of emotional needs characteriz- 
ing the present findings. One might expect 
to find patterns similar to those of the 
nurses among social workers, ministerial 
personnel, and others whose work brings 
them close to distress and suffering. Several 
independent studies’® surveying vocational 
interests of nurse groups have reported uni- 
formly high interests in the area of social 
service. In the case of dietitians one might 
expect some commonality of the dietetic pat- 
tern with any group emphasizing traits of 
achievement and intellect. For example, some 
degree of analogy exists between Roe’s!! 
projective test data on those in the physical 
sciences and the present findings with the 
dietetic groups. And the present findings 
concerning nurses bears at least rough simi- 
larity to her conclusions regarding personal- 
ity characteristics of social scientists. Treat- 
ed very broadly, this dichotomy breaks down 
into the familiar categories of those who 


10. F. O. Triggs, “The Measured Interests of 
Nurses,” Journal of Educational Research, 41 
(1947), 31-65; G. R. Kaback, “Some Characteristics 
of Nurse Counselors,’ Occupations, 26 (1948), 299- 
301. 


11. The Psychology of Occupations. 
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prefer working with things vs. those who 
prefer relating to people. 

Do these contrasting TAT stories of stu- 
dent nurses and dietetic interns reflect basic 
personality needs instrumental in influenc- 
ing these women in their occupational 
choice? Or are these fantasies mere reflec- 
tions of differing curricula and points of 
view to which they have been exposed in 
pursuing their studies in nursing school and 
college? Unfortunately the present study 
could not be set up to answer this question 
in a definitive manner. Probably the fantasy 
material is shaped by a blend of influences 
from both sources. That is, perhaps the occu- 
pational role itself interacts with and supple- 
ments the personality variables which the 
incumbent brings to the occupation. Rosen- 
berg and Fuller’? touch on this point in a 
study reporting their experiences in conduct- 
ing a seminar in Human Relations with stu- 
dent nurses, in which they find the nurses 
filled with guilt, self-effacement, and tend- 
ing to be passive and indecisive. They con- 
clude: 


... From many aspects the professional 
role is seen as a cage—a narrow circum- 
scribed way of life into which they have vol- 
untarily entered, but which has become much 
more stringent and demanding than they had 
ever expected it to be. True, much of this 
has been imposed upon them during the proc- 
ess of their education, but the frightening 
thing for them is that repressions, controls, 
and patterns of behavior have become in- 
ternalized. 


Regardless of the ultimate origin of the 
contrasting personality themes found in the 
TAT’s of student nurses and dietitians, of 
greatest importance is the fact that these 
are the personality patterns characterizing 
the young women presently entering these 
two professions. These are the women who 
have survived their period of training and 
who will represent their professions at the 
current practitioner level. 

A final comment is in order concerning 
the implications of the present findings for 
the nature of the relationship between ma- 
terial representing unconscious fantasy ac- 


12. P. P. Rosenberg and M. Fuller, “Dynamic 
Analysis of the Student Nurse,” Group Psychother- 
apy, 10 (1957), 22-37. 
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tivity on the one hand, and overt behavior 
on the other. Both subject groups represent 
by any standards relatively healthy, happy 
and pleasant young women. And yet if these 
TAT’s had been obtained in a psychiatric 
setting, a psychologist would have no hesi- 
tancy in inferring personality pathology 
from many of the records. Consider, for ex- 
ample, the following student nurse’s TAT 
story to Card 1. This story is representative 
of the group and clearly portrays the preva- 
lent themes of deprivation, distress, and pas- 
sivity: 

This is a little boy who feels very sad. He 
is in deep thought about something but not 
about the object in front of him. He has 
probably been very misunderstood by his 


parents and feels he is not loved by them. 
He looks as if he is going to fall asleep. 


Or consider the following story given by 
a dietetic intern to Card 2. In this story an 
apparently haughty and snobbish attitude ap- 
pears, one frequently encountered in the di- 
etetic sample: 


The girl in the picture is the daughter of 
a landowner. The family is prominent in 
the community and she looks with disgust 
at the people who are laborers on her father’s 
property. She feels she is educated and of 
superior intellect and that these people are 
ignorant. 


Should we conclude on the basis of such 
TAT stories that young nurses are a de- 
pressed and lazy lot or that dietitians new 
to their profession are overbearing snobs? 
Obviously such interpretations are unwar- 
ranted. The question remains, however, as 
to how this apparent paradox can be re- 
solved. Other investigators have commented 
on this disparity between personality adjust- 
ment as seen at the unconscious fantasy level 
and overt behavioral adjustment. Weisber- 
ger'? applied the MMPI to a student nurse 
population and noted highly elevated pro- 
files among some of the best rated nurses. 
Commenting on the Rorschach data obtained 
from her samples of eminent scientists, Roe’ 
observes: “There are Rorschach protocols 


13. C. A. Weisberger, “The Perspective Value of 
the MMPI with Student Nurses,” Journal of Social 
Psychology, 33 (1951), 3-11. 


14. “A Psychological Study of Eminent Psycholo- 
gists and Anthropologists .. .” 


which would occasion no surprise in a clinic 
for the maladjusted.” She goes on to suggest 
that the career itself serves as a mode for 
expressing personal needs: 


Certainly psychology to some extent, par- 
ticularly social psychology, and anthropology 
to a large extent, offer an ideal vocation to 
the person whose conviction of personal su- 
periority is not accompanied by asocial char- 
acteristics; they permit a somewhat Jovian 
survey of their own society as well as others, 
and maintain the social scientists in a state 
of superiority just because he is able to make 
the survey. (This accounts nicely for the ob- 
servation that some rather paranoid indica- 
tions in the test material are not accompa- 
nied by forms of paranoid behavior. . . .)™ 


Extending this line of thinking to the pres- 
ent study, it is suggested that many in the 
nurse and dietitian groups are able to defend 
in an effective manner against some ostensi- 
bly negative feelings and impulses. It is un- 
fortunate that no external criteria of profici- 
ency as a nurse or dietitian were available 
against which to compare work efficiency 
and personality pattern. But if we consider 
the implications of the previously mentioned 
studies of Fisher and Morton, Roe, and Weis- 
berger, the possibility arises that these os- 
tensibly negative personality traits may in 
fact be very essential characteristics which 
actually enhance one’s participation in an 
occupational role. Viewed in this manner 
these unconscious fantasies assume more 
positive and constructive attributes. 


SUMMARY 


This study explores the personality pat- 
terns characteristic of nurse and dietitian 
groups at both the student and staff level. 

Seven separate classes of senior student 
nurses, totaling 154, and four different 
groups of dietetic interns, totaling 47, were 
administered the TAT. Conscious motiva- 
tions for occupational choice were also elic- 
ited. A sample of 25 experienced staff nurses 
and 51 staff dietitians were similarly ex- 
amined. 

The subject groups were compared on 
seven TAT scoring categories, some devised 
for this project, others adapted from previ- 
ous research. These scores include achieve- 


15. Op. cit. 
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ment and passivity themes, parental atti- 
tudes, and use of distress and sad-lonely 
words. Blind sortings of student nurse vs. 
dietetic intern TAT records were made be- 
yond chance expectancy by four experienced 
clinical psychologists. 

Analysis of variance and chi-square tests 
for these TAT scores indicate significant 
differences on all scores between nurses and 
dietitians with no significant within-class 
differences noted. Compared to dietetic in- 
terns, student nurses score significantly 
higher on passivity themes, use of distress 
words and sad-lonely words and negative 
parental attitudes while scoring lower on 


achievement and positive parental attitudes. 
Differences at the staff level tend in the 
same direction but are attenuated in degree. 
Many of the conscious reasons cited for oc- 
cupational choice complement these uncon- 
scious fantasy patterns. 

Discussion focuses on the possible interac- 
tions between these personality variables and 
occupational role. For the nurses, identifica- 
tion with suffering and distress and a toler- 
ance for passivity may have a facilitating 
effect in their occupational role. Qualities of 
prestige, status and achievement may simi- 
larly aid dietitians in adapting to their 
emerging occupational role. 


THE CAREER CHOICE PATTERNS 
OF DENTAL STUDENTS 


Enrico Quarantelli, Ph.D. 


Out of over one and a half million youths 
who become part of the American labor force 
for the first time every year,'! about 3,000 
are new graduates of dental schools.2 An 
obvious question is how these young people 
end up in dentistry rather than one of the 
more than 20,000 other occupations available 
in the division of labor in American society.* 
What is the path that leads them into dentis- 
try and not elsewhere? 

Many analyses of occupational choice seem 
to imply a single path into an occupation. In 
some such formulations, choice is often 
thought of as involving a continuous narrow- 
ing of alternatives being considered.‘ Fre- 
quently alined with this notion is the idea 
that the work involved attracts those per- 
sonalities that fit best with the socially de- 
fined purposes and images of the occupation. 
A frequent implication here is that the closer 


1. The American Workers’ Fact Book, (Washing- 
ton: United States Department of Labor 1956), 
p. 31. 


2. Eliott H. Pennell and Maryland Y. Pennell, 
Health Manpower Source Book: Section 7, Dentists, 
(Washington: United States Department of Health, 
Education, and Welfare, 1955), p. 37. 


3. Edward Gross, Work and Society (New York: 
Crowell, 1958), p. 53. 


The Ohio State University 


the potential recruits to formal training for 
a field, the more similar they will be to one 
another.’ Applied to recruitment into den- 
tistry, the picture is (starting with any 
given age category) of an ever smaller num- 
ber of potential recruits who more and more 
resemble one another in attitude and be- 
havior. 


HYPOTHESIS 


This study instead, advances the general 
hypothesis that there are multiple rather 
than unilinear career choice patterns, and 
that the characteristics of recruits following 
one path into dentistry are different from 
those following other paths. However, we do 


4. See Eli Ginzberg, et al., Occupational Choice: 
An Approach to a General Theory (New York: 
Columbia University Press, 1951); and Donald E. 
Super, The Psychology of Careers (New York: 
Harper, 1957). For a critique of such theoretical 
models see, Howard S. Becker, “An Analytical 
Model for Studies of the Recruitment of Scientific 
Manpower,” in Scientific Manpower 1958 (Wash- 
ington: National Science Foundation, 1958), pp. 
75-79. 


5. Anne Roe, The Psychology of Occupations 
(New York: Wiley, 1956). 





CAREER CHOICE OF DENTAL STUDENTS 125 


not propose to develop a detailed and syste- 
matic typology but merely to document the 
existence of different paths, and to note some 
of the differences in the background and 
behavior of individuals following one or an- 
other of the paths. Furthermore, while we 
believe our observations particularly applic- 
able to the professions—fields which abound 
in the health area—in actual fact our data 
are drawn only from dental students and the 
findings thus can only very tentatively and 
cautiously be extrapolated elsewhere. 

We obtained our data as a result of a 
study of the socialization process dental stu- 
dents undergo in professional schools. Per- 
sonal interviews were conducted with 160 
respondents drawn in a statistically random 
manner from students at a private and at a 
state school. The objective was to obtain a 
picture of the past, present, and future 
aspects of the career-line as the student him- 
self perceived them. Only those findings 
which pertain to career choice patterns are 
reported in this paper.® 


GENERAL CAREER CHOICE PATTERNS 


In choosing dentistry as their career, how 
‘much consideration did students give to other 
alternatives? In a very abstract sense, in an 
open class society, all other occupations could 
have been considered and many could even 
have been attempted. In terms of practicality 
the latter is impossible, and in actuality the 
former is improbable, but an analysis of the 
remarks of students on this point uncovered 
a remarkably wide range. At one extreme, 
stood a respondent like the 31 year old fresh- 
man who said: 


If you told me six months ago I would be 
in a dental school today, I would have said 
you were crazy. I had run through a lot of 


6. For more specific details of the research design 
and for other findings, see Quarantelli, “Attitudes 
of Dental Students Toward Specialization and Re- 
search,” Journal American College of Dentists, 27 
(1960), 101-107; “The Dental Student’s Perception 
of his Professional School Training: A Social Psy- 
chological Study,” accepted for publication in the 
Journal of Dental Education; and “The Dental 
Student Image of the Dentist-Patient Relationship,” 
accepted for publication in the American Journal of 
Public Health. 


jobs. I had worked at all sorts of things, 
but dentistry was something that was pretty 
far from my mind. 


At the other extreme was the 23 year old 
senior who commented: “It’s funny but it 
seems I was born into it. I can’t remember 
when I didn’t think that I was going to be a 
dentist.” These examples represent the two 
extremes—one in which nothing else was 
ever considered, and the other in which many 
other occupations were considered and actu- 
ally tried. 


In actuality, our respondents fell into three 
categories: (1) those who never considered 
any alternative to dentistry—14 per cent; 
(2) those who gave serious consideration to 
some alternative—63 per cent; and (3) those 
who not only considered but actually at- 
tempted work at something other than 
dentistry—23 per cent. A respondent was 
classified as having seriously considered al- 
ternatives if he had taken any active step 
about obtaining information, advice or opin- 
ion about a nondental field in which he had 
a vocational interest (e.g., asking assistance 
of school counselors, taking aptitude tests, 
specifically questioning persons about the 
details of jobs they held, et cetera). Thus our 
figures indicate that only a small minority, 
less than one in seven, had never either con- 
sidered or tried something else besides den- 
tistry. The largest number, a bit short of 
two-thirds of the respondents seriously con- 
sidered but never attempted an alternative 
career. Nearly a fourth actually made an 
attempt to work at something other than 
dentistry. 

Very roughly, the overall tendency was 
for students whose parental occupations 
were closest to dentistry to enter the field 
directly, whereas those whose parents worked 
in areas farthest from dentistry came into 
it in the most indirect way. Thus, as indi- 
cated in Table 1, dental students with a 
professional parental background were most 
likely to consider dentistry only and least 
likely to attempt an alternative. Students 
with a managerial parental background very 
seldom did not consider or attempt an alter- 
native. It was rare for them to go into 
dentistry directly. Sons of craftsmen were 
as likely as sons of managers and proprietors 
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to attempt alternatives but only half as likely 
as sons of professionals to consider dentistry 
only. Students with fathers in occupations 
other than the three major categories most 
closely resembled sons of craftsmen in the 
career choice pattern they followed. They, 
however, were the most likely of all to at- 
tempt alternatives. 


Table 1 


Parental Background and Career 
Choice Pattern Followed 








Career Choice Pattern 
Followed 


Parental Background 
(Per Cent) 


Profes- Mana- Crafts- All 
sional gerial men Others 


(N :50) (N:39) (N:32) (N:39) 








Considered only 

dentistry 24 z 12 15 
Seriously considered 

alternatives 64 71 63 51 
Attempted alternatives 12 27 25 34 





As might be expected, the earlier a definite 
decision was made, the less were other occu- 
pations seriously considered or attempted. 
This is shown in Table 2. Nearly half, or 47 
per cent, of the early deciders did not con- 
sider or attempt an alternative. A similar 
finding based on a finer age breakdown has 
been reported for medical students.* While a 
direct comparison is not possible, these find- 
ings indicate dental students do not gu be- 
yond high school age without seriously con- 
sidering or attempting an alternative career, 
whereas some medical students do. 


The later the decision, not only were al- 
Table 2 


Time of Decision and Consideration 
of Alternative Careers 








Time of Decision 
High School Post High 
or Prior School 

(N :49) (N:111) 
No alternative considered 23 0 
Alternative considered 26 111 


d.f. 1; P<.001 


Consideration of 





Alternative Careers 








Chi square = 62 


7. Natalie Rogoff, “The Decision to Study Medi- 
cine,” in The Student-Physician, edited by Robert 
K. Merton, G. G. Reader and P. L. Kendall, (Cam- 
bridge; Harvard University Press, 1957), p. 121. 


ternatives more likely to be considered or 
attempted, but more of them were considered 
or attempted. As shown in Table 3, 46 per 
cent of the late deciders considered or at- 
tempted two or more alternatives, but only 
18 per cent of the early deciders did so. The 
later a decision for dentistry was reached 
the more likely it was to be a choice after 
three or four others. Furthermore, although 
the evidence on this was incomplete, in late 
decisions dentistry was more likely to be a 
third or fourth choice after other alternatives 
had been rejected. That is, rather than being 
simply a choice among others, it was a choice 
after others. In contrast, with early deciders 
dentistry was a choice among rather than 
after other choices. 


Table 3 
Time of Decision and Number of Alternatives 
Considered or Attempted 








Time of Decision 
High School or Prior Post High School 


(N:49) (N:111) 
No alternative 23 0 
One alternative 17 60 
Two or more 
alternatives 9 51 


di: 2; P< 001. 


Number of Alternatives 











Chi square = 62 


Dental students with different career 
choice patterns verbalized different reasons 
for their choice of the profession. Table 4 
gives a breakdown of stated motives. It indi- 
cates that respondents who considered den- 
tistry only perceived themselves significantly 
less motivated by such goals as financial 
rewards, possibility of using ones’ hands, and 
especially the idea of attractive working con- 
ditions. The last two were exactly the goals 
which motivated respondents who seriously 
considered an alternative to dentistry. Twice 
as many of these respondents also felt that 
financial rewards were important although, 
in this, they were slightly below the overall 
average. The goals of respondents who at- 
tempted an alternative deviated the most 
from the overall picture and that of the other 
two career choice patterns. For these re- 
spondents, the financial rewards and the 
independence of the dentist were seen as 
having been the most dominant goals. At- 
tractive working conditions and the possi- 














bility of using ones’ hands were of less im- 
portance to them. 


Table 4 
Career Choice Patterns and Desired Goals 








Desired Goals Career Choice Pattern (Per Cent) 


At- 
Considered Seriously tempted All 


Only Considered Alter- Com- 
Dentistry Alternative native bined 








(N :28) (N:100) (N:37)(N:160) 

Manual work 23 37 19 31 
Independence 23 20 32 23 
Financial reward 9 17 32 19 
Attractive working 

conditions 0 25 3 16 
Professional 

prestige 9 13 11 12 
Scientific interest 9 12 8 11 
Service to people 9 7 5 7 





CONSIDERED DENTISTRY ONLY 


Only a small minority of dental students 
had never seriously considered anything but 
dentistry as their life career. Yet dentistry 
is an occupation that is rather familiar in 
one way or another to virtually everyone 
in American society. It is also a possible 
future work activity that is known even to 
young children. This means that it could be 
chosen as a career rather early in life. Or, at 
least, it could become a matter of decision at 
a time when more esoteric occupations, even 
professions, would not be available for con- 
sideration by the individual. However, de- 
spite this early familiarity to most people in 
American society, this is a profession which 
was not widely seized upon in the words of 
one of our respondents, “as a life long am- 
bition.” Certainly the figure of 14 per cent 
is rather low when compared with a reported 
44 per cent of medical students who never 
seriously considered another career.® 

In contrast to other respondents, those 
who had thought only about dentistry were 
not particularly articulate about their rea- 
sons for choosing it. Most gave the impres- 
sion of never having attempted to explain 
to themselves or others why they were in a 
dental school. Although as equally glib and 
verbose as other students on different mat- 


8. Computed from figures given in Rogoff, ibid. 
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ters, on this point they exhibited difficulty 
in expressing themselves. (It is of interest 
that a similar inarticulateness has also been 
reported for early deciders among medical 
students. ) ® 

With three exceptions, all our respondents 
who fell into this category had a high degree 
of contact with dentists in their childhood 
and especially adolescent years. More than 
half came from a dental family background. 
This is double the figure for the total sample. 
Over a third had fathers who were dentists. 
Nearly a fifth had close relatives who were 
in the profession. 

The importance of such a social back- 
ground rests in the occupational model that 
is provided and the possible creation of a 
strong feeling of what is expected of the 
child. The kind of dental career orientation 
created in the early socialization of such chil- 
dren is indicated in the following remarks 
by one of them: 


My father’s a dentist. He’s always said 
that he never pushed me towards it. And he 
honestly feels he didn’t push me. And he’s 
right. He never particularly talked to me 
about coming into dentistry. But when you 
go from the time you’re small to all the 
dental meetings and conventions and things 
like that, and dentistry is all around you, you 
sort of are silently talked into it, it seems to 
me. I never considered going into anything 
else ... reason I’m here is that in 1950 I had 
been up here and had seen the school. I had 
come here for a dental convention and when- 
ever we did that, we went to visit the dental 
schools in the area. 


A high degree of early contact with den- 
tists was also characteristic of the respond- 
ents with a nondental family background. 
Seven out of ten had frequent interaction 
with the family dentist, when obviously 
more was involved than a simple dentist- 
patient relationship. In the words of one 
such student: — 

At that time I got acquainted with a den- 
tist who really got me interested in his work. 
He just spoke to me about it and told me 
what was involved. I also goofed around his 
lab a lot and really came to like what he was 
doing. He even let me help with very minor 
things. 


9. Ronald Scantlebury, “Factors Which Influence 
Youth to Study Medicine,” Journal of Educational 
Research, 42 (1948), p. 176. 
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Students who considered dentistry only 
reached a much earlier definite decision to 
enter the field than did those students who 
considered or attempted alternatives. As 
shown in Table 5, 30 per cent of the respond- 
ents who considered no alternatives reached 
a definite decision prior to high school, and 
the rest of them arrived at it during their 
high school days. All entered college as pre- 
dental students. In other words, students 
who considered dentistry only committed 
themselves quite early to the field and acted 
accordingly. This was in significant contrast 
to other dental students. None of all our 
other respondents reached a _ prior-to-high 
school decision, and only 17 per cent arrived 
at a definite decision even in high school. 
Moreover, only 23 per cent of them matricu- 
lated as predental undergraduates. 


Table 5 


Time of Decision and Consideration of Alternative 
Careers 








Consideration of 
Alternatives Time of Decision 





Prior to High Post 
High School High Total 
School School 


None 7 16 0 


Considered or 
attempted 
alternative 0 26 111 








Chi square = 78 d.f. 1. P<.001 


In addition to reaching earlier decisions, 
students who considered dentistry only, tend- 
ed to spend less time in college. Thus, over 
56 per cent of the respondents who con- 
sidered dentistry only as a career had just 
two years of college work. Less than a third, 
or 32 per cent, of all the other respondents 
had as little undergraduate work. 


This difference was accounted for by two 
factors. Early deciders, by going right into 
a predental program, assured themselves 
that they would not have to take more than 
the minimum two years of college work. Late 
deciders, instead, found that because of the 
specific educational prerequisites for dental 
school, they “lost” some of their previous 
college work. An advanced undergraduate, 


especially, who makes a decision to study 
dentistry will infrequently have taken all the 
highly specialized courses. Early deciders did 
not “lose” time in college in such a way, 
because of the congruence between their de- 
cision and the institutionalized procedure for 
induction into the profession. 

In addition, students who considered den- 
tistry only were imbued with a greater en- 
thusiasm for the work. They wanted to enter 
dental school as quickly as possible. One such 
respondent said, “I went only two years to 
college because I figured that there was no 
sense in wasting time on subjects that had 
little to do with what I was interested in.” 


SERIOUSLY CONSIDERED ALTERNATIVES 


Over 62 per cent of all our respondents, 
before entering dental school, gave serious 
consideration to an alternative career to den- 
tistry. In fact, nearly half, or 45 per cent, of 
these respondents (N=86) had taken some 
formal educational step such as majoring in 
a particular area, or attending certain voca- 
tional courses. Actually, the seriousness of 
the consideration given to an alternative to 
dentistry varied substantially, with some in- 
formal measures often being more significant 
than formal steps. 

What did students seriously consider be- 
sides dentistry ? The answer is clear. Around 
86 per cent of our respondents considered 
only some other professional kind of work. 
Only a bare 14 per cent seriously gave 
thought to the possibility of taking up a non- 
professional career. In fact, only 8 per cent 
gave no consideration at all to some other 
kind of professional work besides dentistry. 
For the vast majority, the choice was be- 
tween professions rather than between pro- 
fessions and nonprofessions. 

The choice was focused rather heavily on 
the clear cut professions, those with the 
highest status and rewards and requiring 
extensive formal study. Two professions in 
particular were singled out much more than 
others. About two-thirds of these respond- 
ents considered medicine and a little over a 
fourth considered engineering. No other pro- 











fession was thought of by more than 9 per 
cent.!° 

The heavy focus on medicine or engineer- 
ing was also indicated by other figures. A 
little over 60 per cent of the respondents who 
chose between a profession only, considered 
medicine only, engineering only, or medicine 
and engineering only. Thus, besides an al- 
most exclusive focus on professions, within 
the professions themselves serious attention 
was given to but a few. There is some evi- 
dence that, in the instance of many of these 
students, there was considerable overt family 
pressure towards the choice of a profession. 
Variations on the theme “my parents wanted 
me to go into a profession” were numerous, 
and in conjuncture with other factors indi- 
cated the possibility of the operation of dis- 
placed parental desire for upward social 
mobility. 

A qualitative analysis of interview data 
suggests that while different alternatives 
were seriously considered, an eventual com- 
mitment was often made to dentistry because 
it was perceived as attainable as well as 
rewarding. Many of the to-be-dental students 
as they were making decisions committing 
themselves more and more to dentistry, 
seemed to be able to visualize a possible 
meshing of their interests and goals with 
other lines of work besides dentistry. Thus 
for example, some believed that becoming an 
engineer would have enabled them to achieve 
desired financial rewards, prestige, happi- 
ness, et cetera. But they could not picture 
success in becoming an engineer as well as 
they could becoming a dentist. In short, den- 
tistry was seen as a more attainable path 
than others toward desired goals. (This 
point: will receive further attention.) Our 
respondents, as they turned towards den- 
tistry, did not necessarily have altogether 
clear and accurate images of the various 
fields they seriously considered as ways of 
life. In fact, it was apparent that our stu- 
dents, all of whom had undergone at least a 
minimum amount of professional training, 


10. The actual percentage figures were: medicine, 
67 per cent; engineering, 27 per cent; chemistry, 9 
per cent; college teaching, 7 per cent; law, 5 per 
cent; accounting, 4 per cent; and 2 per cent each 
for geology, biology, physics, pharmacy, psychology, 
architecture, and concert music. 
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still had vague and incorrect notions about 
many aspects of the dental profession. And 
97 per cent of them admitted that dental 
school was different from what they had 
expected. Still, people act on the basis of 
what they believe is real, and, in these in- 
stances, our respondents had committed 
themselves on the basis of their conceptions 
of the various professions as they saw them 
at the time of consideration. 


ATTEMPTED ALTERNATIVES 


Because professions require long training 
periods, it would seem unlikely that many 
recruits into them would have previously at- 
tempted some other kind of work. Yet, this 
was the case in nearly one out of every four 
of our students, who either fully trained 
themselves for a career other than dentistry, 
or held a full-time job completely unrelated 
to dentistry. Nearly three-fourths of our 
respondents (N=387) who drastically 
changed their career orientation worked at 
some nondental pursuit. The rest trained 
themselves extensively for a nondental occu- 
pation. 

The “feeder” occupations from which once 
job-holding students came into dentistry 
were characterized by a lack of the remotest 
connection with dentistry. Furthermore, cer- 
tain occupational activities seemed to pro- 
vide more dental candidates than others. 
More than half of our respondents who 
worked at an alternative engaged in some 
kind of commercial activity, mostly selling. 

It is also noticeable that almost all the 
“feeder” occupations were of markedly lower 
social status than dentistry. With the ex- 
ception of two high school teachers, there 
were no respondents who worked at anything 
even at a marginal semiprofessional level. 
Outside of selling, such other occupations 
were represented as: drill press operator, 
tenant farmer, telegraph operator, soldier, 
laborer, and IBM machine operator. This is 
of interest because the status of our respond- 
ents, as a result of their shifting to dentistry, 
is not in agreement with the sometime stated 
proposition that “feeder” occupations serve 
as channels for downward mobility."! In- 


11. Gross, op cit., p. 198. 
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stead, in almost all instances, students who 
engaged in an alternative line of work made 
a major upward jump when they turned to 
dentistry. 

Such a marked status shift was not as true 
of dental students who, previous to their 
change in orientation, educated themselves 
for, but never worked in the field for which 
they received formal training. The number 
involved was few, just about 5 per cent of 
our total sample. Yet, all of them majored 
and received a college degree in their specific 
field. Half had further educational attain- 
ments. Still not one of these persons did any 
actual work in the field to which he pre- 
sumably had committed himself and cer- 
tainly in which he had invested considerable 
time, effort, and resources. Career choice 
development is perhaps not as irreversible 
a process as some have suggested.” 

Characteristic both of those who worked at 
and who trained for nondental occupations 
was a lack of interest in dentistry before at- 
tempting the alternative. The two possible 
exceptions among our respondents were mar- 
ginal because the expressed interest had been 
in dental technology rather than dentistry 
itself. None remembered any prealternative 
thinking about dentistry as a career, al- 
though 24 per cent of them came from fami- 
lies with a health service background (but 
none had immediate family relatives who 
were dentists). Not one cited the influence 
of a dental relative as a reason for the major 
change in career orientation. 

Analyses of the work and educational his- 
tory of respondents who attempted alterna- 
tives showed frequent changes in orientation 
and a pattern of false starts and dead ends. 
For instance, those with jobs had a high 
turnover rate moving from one to another. 
The extreme case was the respondent who 
had held 11 different jobs in 4 years. Those 
who had trained themselves for something 
other than dentistry typically had educated 
themselves for something which was already 
a third or fourth possibility to be brought 
under serious consideration. 


A long period of dissatisfaction with what- 


12. Cf. Ginzberg, op. cit., pp. 193-198; and Donald 
E. Super, “A Theory of Vocational Development,” 
American Psychologist, 8 (1953), 185-190. 


ever the individual was doing also character- 
ized those who attempted alternatives. For 
many the turning point appeared to have 
been reached when a continuation of the 
previous pattern of activity was defined as 
not rewarding. In a sense, what occurred 
was a conscious rejection of previous career 
orientations and attempts. In this respect, 
these students were more repelled from fields 
they were in rather than attracted to den- 
tistry, as in the case of our first category of 
students—those who never considered any- 
thing else but dentistry. 


REJECTEES OF MEDICINE? 


The idea that an indefinite number of 
dental students are rejectees of medicine 
exists both in popular belief and scholarly 
thought. For instance, Gross has noted the 
often stated but untested hypothesis of a 
career sequence from being a medical student 
to failing to becoming a dental student.'* 
Dental students themselves feel that some 
people generally think poorly of dentists be- 
cause they see them as frustrated physi- 
cians.14 

How many of our respondents gave serious 
consideration to or attempted a medical 
career? As to the latter, there was but one 
former medical student in our whole sample. 
In fact, this was the only such case of its 
kind in the total student body (N=626) in 
both schools at the time of the study. 

The picture is somewhat different in re- 
gard to the giving of serious consideration 
to a medical career. A little over 37 per cent 
of our respondents gave serious thought to 
the possibility of entering medicine. Perhaps 
a more significant figure, since it involves 
a definite and open commitment, is the num- 
ber of dental students who entered a pre- 
medical college program. About 21 per cent 
of our respondents did so. Thus, approxi- 
mately one dental student in five took the 
initial formal educational step towards be- 
coming a physician. 

However, there is a substantial numerical 


13. Gross, op. cit., p. 198. 


14. See by the author, “Adjustments to Negative 
Self-Images in High Status Occupational Roles: The 
Dental Student Example.” (Unpublished paper). 
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difference between those students who 
started in the premedical program and those 
who applied to medical school. About two- 
thirds of our respondents in such a program 
never applied. This veering away from 
medicine came relatively early in college. 
This is indicated in that 34 per cent of all 
the premedical respondents took less than 
three years of college work, and an addi- 
tional 31 per cent never graduated. Since 
four years of college work is almost manda- 
tory for medical school, it is clear that these 
premedical students who became dental stu- 
dents must have changed their orientation 
towards medicine relatively early in their 
college days. 

A voluntary turning away from medicine 
during the premedical program occurred in 
the majority of instances. This was so re- 
ported by 62 per cent of our premedical re- 
spondents (N=384). In only 38 per cent of 
the cases was the respondent forced either 
by circumstances or pressure to leave the 
program. These latter instances were indirect 
rejections by the selective process of medi- 
cine, whereas the former were self-choice 
rejections of a medical career. 

In almost all instances, indirect rejections 
were in the form of an inability to obtain 
high enough grades. Sometimes this auto- 
matically precluded application to medical 
school; at other times it put the student in 
such a marginal position that it suggested in 
one way or another that he look for a dif- 
ferent career. In self-choice rejections, the 
student was often attracted by what was 
perceived as the relatively easier path of 
dentistry as compared with medicine. Den- 
tists were seen as acquiring nearly as much 
prestige and income as physicians without, 
for instance, as long a period of training and 
without later assumptions of responsibilities 
on matters of life and death. 

It may be, of course, that even choice 
rejections are partly indirect rejections. A 
somewhat academically marginal premedical 
student, for instance, might have evaluated 
his chances as relatively poor and thus have 
started to look for another career. There is 
some indirect evidence for this. The avail- 
able college grades of our respondents, who 
were in the premedical program, were slight- 


ly below the grades of the rest of our sample. 
However the academic record of over a third 
of these respondents was such as to make it 
very clear that not all students who dropped 
from premedical programs were necessarily 
forced out because of scholastic deficiencies. 
Some highly capable premedical students 
simply rejected medicine, and turned to a 
a career in dentistry. 

Only 7 per cent of our total sample ever 
applied to medical school. Of this total— 
twelve in all—half were accepted and half 
were rejected. An examination of the scho- 
lastic records of those respondents who said 
they had been accepted by medical schools 
supported the validity of their reports. All 
had excellent college records and academical- 
ly were very acceptable candidates for med- 
ical schools. They just chose dentistry over 
medicine. Thus, only 4 per cent of all our 
respondents were direct rejectees of medical 
schools. While over one in three dental stu- 
dents started out seriously considering medi- 
cine as a career, literally only a handful ever 
got to the next to last educational step.» 

The figure of one in three furthermore 
gives an impression of a greater medical 
career orientation than is the case when all 
other serious career choices are taken into 
account. For instance, over half that number 
or 19 per cent of our respondents, had 
seriously considered going into engineering. 
Furthermore, in only 22 per cent of all the 
cases was medicine the only other career 
besides dentistry that was considered. Looked 
at in this way, and taking into account those 
that rejected a medical career rather than 
being rejected by it, the overall number of 
dental students who were from the ranks of 
those rejected or frustrated in their desire 
to become physicians is clearly far below the 
absolute maximum figure of one-third. Over- 
all, relatively few students (possibly around 
10 per cent) got into dental school via an 


15. This finding is supported by a more recent 
study of applicants to rather than students in 
dental schools. It found that out of 5,301 applicants 
to dental schools in 1958-59, only 6 per cent had 
been refused admission to medical school. See Wil- 
liam R. Mann and Grace Parkin, “The Dental 
School Applicant,’ Journal of Dental Education, 
24 (1960), p. 33. 
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inability to find a more desired path into 
medical school. 

It is possible that the general hypothesis 
of recruitment into dentistry via medicine, 
had greater validity in the past. In the initial 
stages of dentistry, as Hughes has noted is 
typical in the formation of a profession,'® 
most practitioners had been trained in other 
than the field itself. Many seem to have had 
some sort of medical training. This might 
have indicated to individuals finding it diffi- 
cult to get into or through medical school, 
that dental school and dentistry was a close 
equivalent to medicine. However, whatever 
the situation in the past, contemporary den- 
tal schools are clearly not a major haven 
for rejectees of medicine.1* 


SUMMARY 


In this article, we have tried to show that 
dental students follow different paths in get- 


ting into dental schools. We have attempted 
to indicate a few of the differences between 
students following one or another path. Fur- 
ther work is needed to develop a detailed 
and systematic typology of career choice 
patterns among dental students. We hope 
this article has set the stage for develop- 
ments along this line, and also for the pos- 
sible utilization of these findings in attempts 
to develop typologies that will encompass 
students in other kinds of professional 
schools. 


16. Everett C. Hughes, Men and Their Work 
(Glencoe: Free Press, 1958), p. 133. 

17. There is some evidence that rejectees of medi- 
cal schools instead go into more medically allied 
fields. Thus, Wardwell reported 13 out of his 24 
chiropractors, and New that 69 out of 103 oesteo- 
pathic students had applied to medical schools. See 
Walter I. Wardwell, “A Marginal Professional Role: 
The Chiropractor,” Social Forces, 30 (1952), 339- 
348; and Peter New, “The Oesteopathic Students” in 
E. Gartly Jaco, ed., Patients, Physicians and Illness 
(Glencoe: Free Press, 1958), 413-421. 


PESSIMISM AMONG OLDER RURAL AND 
URBAN PERSONS* 


E. Grant Youmans, Ph.D. 


Old age in the United States is often ac- 
companied by adverse psychological states, 
such as feelings of pessimism, despair, and 
dejection. The disciplines of psychiatry, clin- 
ical psychology, and psychiatric social work 
traditionally have concerned themselves with 
remedying these psychological conditions. By 
delineating some of the socioenvironmental 
factors associated with such mental outlooks, 
the sociologist can contribute to an under- 


*The opinions expressed in this paper are those 
of the author and do not necessarily reflect those of 
the U. S. Department of Agriculture. Data used 
are drawn from a survey made jointly by the Farm 
Population and Rural Life Branch, Agricultural 
Marketing Service, U. S. Department of Agricul- 
ture, and the Department of Rural Sociology, Uni- 
versity of Kentucky. The purpose of the survey was 
to study a wide range of social and economic prob- 
lems confronting older persons. 

A. Lee Coleman and C. Milton Coughenour pro- 
vided helpful suggestions. 


United States Department of Agriculture 
and the University of Kentucky 


standing of the etiology of adverse subjective 
states. 

Parsons! maintains that there is a rela- 
tively coherent, unified and stable set of in- 
strumental values institutionalized in Amer- 
ican society, and paramount among these is 
the value of achieving something worth 
while. Supporting this achievement value is 
the strong belief that access to the means of 
achievement should be available to all per- 
sons in the United States. It is generally 
recognized that various segments of the pop- 
ulation are denied complete access to suitable 
means of achievement and that this denial is 
commonly associated with negativistic sub- 
jective reactions. The cluster of instrumental 
values associated with motivations for 


1. Talcott Parsons, “Toward a Healthy Maturity,” 
Journal of Health and Human Behavior, 1 (1960), 
168-173. 
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achievement may be called the “achievement 
syndrome.” 

This study has two purposes: (1) to ex- 
amine evidence of pessimism among older 
rural and urban persons according to selected 
categories and (2) to examine the implica- 
tions of these findings for a current etiologi- 
cal hypothesis, “the achievement syndrome.” 


SAMPLE 


In 1959 an area probability sample of men 
and women aged 60 and over were surveyed 
in a rural Kentucky county and a random 
sample of persons of comparable age were 
interviewed in a Kentucky metropolitan com- 
munity. The 100 per cent rural county is lo- 
cated in the Southern Appalachian area and 
is relatively isolated from any large urban 
center. It has been classified at the extreme 
end of the folk-urban continuum in Ken- 
tucky.2 In 1960 the rural county had a total 
population of slightly over 14,000 persons 
and the metropolitan area had a total popu- 
lation of about 130,000 persons. No institu- 
tionalized persons were included in the sam- 
ple. 


Table 1. 
Age Distribution of Sample by Percentages 








Urban 


Male Female Male Female 
N:312 N:315 N:220 N:389 
60-64 23 30 22 
65-69 25 
70-74 19 
75 and over 33 
Total 100 


Age Rural 











The respondents ranged in age from 60 to 
97 years, with a median of 69 for the rural 
and 70 for the urban (Table 1). The urban 
respondents had somewhat more formal edu- 
cation than the rural persons (median grades 
8.1 and 5.5 respectively) and the urban men 
and women had substantially higher incomes 
than the rural persons (median annual in- 
comes $1,605 and $744, respectively). One- 
fifth of the urban sample was nonwhite, 


2. Herbert A. Aurbach, “An Empirical Study in 
the Application of the Folk-Urban Typology in the 
Classification of Social Systems,” unpublished Ph.D. 
Dissertation, University of Kentucky, 1960. 


compared with less than one per cent in the 
rural sample. The urban people had lived for 
an average of 30 years in their present com- 
munity, compared with 60 years for the rural 
sample. Seven out of 10 persons in the rural 
sample lived on farms, 2 out of 10 in vil- 
lages or towns, and 1 out of 10 in open 
country but not on farms. 


PROCEDURES 


Interviews were conducted in the homes 
of the respondents. Rural respondents were 
interviewed by rural interviewers and urban 
respondents by urban interviewers. When in- 
terviews were made with husband and wife, 
an effort was made to interview them sep- 
arately. If the couple was interviewed to- 
gether, the schedule of one member was 
completed before interviewing the spouse. 

The basic question assessing pessimism 
was a modification of the first of five state- 
ments in Leo Srole’s “anomia scale.”? The 
respondents were asked if they agreed or 
disagreed with the statement: “In spite of 
what some people say, the life of the average 
man or woman is getting worse, not better.” 
Those who agreed with this statement, it is 
inferred, registered a sense of pessimism. 

The term pessimism is employed because 
the concept of anomia was represented by 
responses to five statements in Srole’s scale 
with which subjects could “strongly agree,” 
“agree,” be “undecided” about, “disagree,” 
or “strongly disagree.” The second statement 
in the anomia scale about its being “hardly 
fair to bring children into the world with the 
way things look for the future” did not seem 
to fit into the interview with older persons; 
and the third, fourth, and fifth statements 
did not seem much more appropriate than 
the second for older interviewees only. 


Nettler‘ and Meier and Bell’ have sug- 


3. Leo Srole, “Social Integration and Certain Cor- 
ollaries: An Exploratory Study,” American Socio- ' 
logical Review, 21 (1956), 709-716. 

4. Gwynn Nettler’s suggestion in a personal com- 
munication to Dorothy L. Meier and Wendell Bell, 
as reported by the latter in the paper cited in ref- 
erence 5 below. 

5. Dorothy L. Meier and Wendell Bell, “Anomia 
and Differential Access to the Achievement of Life 
Goals,” American Sociological Review, 24 (1959), 
189-202. 
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gested that Srole’s scale is a measure of 
“despair,” that is, as Meier and Bell say, of 
“utter hopelessness and discouragement.”¢ 
The term pessimism does not necessarily im- 
ply “utter hopelessness and discouragement,” 
but it indicates an unfavorable outlook which 
can be discovered in an interview revolving 
around the first item in the series. Meier and 
Bell were, in part, interested in examining 
“the character of age statuses in American 
society, particularly the degree of access to 
means for the achievement of life goals avail- 
able to the aged.’’? Srole’s scale was more 
appropriate for their use, because older peo- 
ple constituted only part of their sample, 
while the present sample included only dif- 
ferent classes of the aged. 

It is recognized that responses to one state- 
ment do not adequately reveal the full range 
of pessimism among older persons. The use 
of a single statement also precludes the use 
of scaling techniques which might reveal the 
intensity of pessimism. It is also recognized 
that a subjective state such as pessimism is 
probably associated with many more factors 
than are considered in this paper. Family 
and community relationships, for example, 


undoubtedly play an important role, and 
these are not included. 


FINDINGS AND IMPLICATIONS 


In the total sample, 41 per cent agreed 
with the pessimistic statement—certainly a 
substantial proportion with a pessimistic 
outlook. Unfortunately, valid comparisons 
cannot be made with the findings of other 
studies of older persons, since different 
methods of assessment were used. 


Sex Differences 


The typical American male probably is 
more strongly identified with a desire for 
achievement than is the typical American 
female. The masculine role tends to be fo- 
cused on earning a living and, in general, on 
activities outside the home situation. The 
feminine role traditionally tends to be cen- 
tered in the home. It is recognized that 
many women recently have entered the labor 


6. Ibid., p. 191. 
7. Ibid., p. 195. 


force and probably are strongly motivated 
for achievement. With advancing chrono- 
logical age, the American man and woman 
are expected to relinquish the roles and stat- 
uses of middle age and accept those of old 
age. Hopefully, they may attempt to find sub- 
stitute roles and activities which provide 
suitable satisfactions. Since the male prob- 
ably has greater difficulty in finding substi- 
tute roles which ‘“‘measure up” to his former 
achieving and accomplishing activities, it is 
expected that he would be “harder hit” psy- 
chologically. He probably has greater diffi- 
culty in coping with this problem. 

The data in this study support this expec- 
tation. The older men evidenced a substan- 
tially more pessimistic outlook than did the 
older women. The proportions of men and 
women who agreed with the statement on 
pessimism were 45 and 38 per cent respec- 
tively (Table 2). 


Age Differences 


Meier and Bell are in agreement with 
other students of aging when they say: 


In sum, older age status appears to be 
accompanied by decreasing opportunity to 
function as an effective and influential mem- 
ber of the society—and, therefore, by an 
inability to achieve many life goals. Conse- 
quently, hopelessness, discouragement, de- 
spair, and demoralization are more char- 
acteristic of older than younger aged per- 
sons in American society, and more so among 
the aged who are of lower socioeconomic 
status. ... For our sample as a whole the 
older men are significantly more anomic 
than the younger men. A detailed break- 
down, however, reveals that age makes no 
difference in anomia until after the age of 
about 50. (From 21 to 49 there is little dif- 
ference in the percentage of men with high 
anomia scores by age.) & 


If older age tends to exclude people from 
activities and roles which give a sense of 
accomplishment and achievement, it might 
be expected that this process would be ag- 
gravated by increments in chronological age. 
As a consequence, persons of very advanced 
chronological age perhaps would feel more 
discouraged and pessimistic than those not 
quite so old. 


8.:Op. cit., p. 196. 





PESSIMISM AMONG OLDER PERSONS. 135 


The present findings support this expec- 
tation slightly. There was a slight but not 
statistically significant® increase in pessi- 
mism with advancing chronological age 
(Table 2). In this sample of older persons, 
it appears that feelings of pessimism or opti- 
mism had become fairly well set at about 
age 60 and remained relatively constant in 
the advanced age categories. It is to be noted 
that the sample did not include institutional- 
ized older persons. If institutionalized older 
persons had been included, with their more 
restricted range of activities, there might 
have been a higher incidence of pessimism in 
the advanced age categories. 


Health Status as a Factor 


Sickness, injury, and health ailments, it is 
well-known, not only prevent a person from 
engaging in many meaningful and important 
activities, but they are usually accompanied 
by pain, discomfort, and psychological stress. 
It might be expected that older persons who 
are sick and thus denied access to adequate 
means of achieving their goals would evi- 
dence greater pessimism than persons not so 
afflicted. 

This expectation is substantially supported 
in this study. The older persons surveyed re- 
sponded to a question which provided a self- 
assessment of their health status. They were 
asked: “Do you now have any ailment or 
health condition that bothers you either all 
the time or off and on?” Those who re- 
sponded affirmatively were asked to name 
their ailments. About 7 out of 10 older men 
and women (68 per cent) reported that they 
were bothered with one or more health ail- 
ments. A substantially greater proportion of 
those who reported one or more health ail- 
ments than of those who reported no health 
ailments agreed with the statement on pessi- 
mism (46 to 29 per cent respectively, Table 
3). 


Socioeconomic Status Differences 


Many empirical studies in the United 
States attest that persons of lower socioeco- 
nomic status have rather limited access to the 


9. The term “significant” refers to statistical sig- 
nificance. The .05 level of probability has been used 
in testing the significance of differences. 


means of achieving many dominant Ameri- 
can values, such as formal education, stand- 
ard of living, physical and mental health, 
and many others. 

The older persons in this study were no 
exception to these general findings. Four 
indices of socioeconomic status were used: 
occupation, annual income, formal education, 


Table 2. 


Percentage of Older Persons Who Agreed With 
Pessimism Statement, by Selected Variables 








Variable* Those Agreeing with 


the Statement 
Per Cent 





Sex Number 
Male 238 
Female 266 

Age 
60-64 115 
65-69 125 
70-74 117 
75 and over 147 

Health Status 
1 or more health ailments 366 
No health ailments 

Occupation 
Farm Operator 
Rural Manual 
Urban Manual 
Urban White Collar 

Annual Income 
Low (Under $1,000) 

High ($1,000 and over) 

Formal Education 
Low (4 grades or less) 

Middle (5-12 grades) 
High (13 or more grades) 

Level of Living 
Low (1-6) 

Middle (7-10)+ 
High (11-14)+ 

Retirement Status (Male) 
Retired 
In labor force 

Retired Status (Urban Female) 
Retired 
In labor force 

Residence 
Rural 
Urban 





*For the sex variable, chi square = 6.08, P< .02; 
age, 4.04, P<.30; health status, 28.59, P<.001; oc- 
cupation, 13.02, P<.01; annual income, 15.71, P< 
-001; formal education, 48.78, P< .001; level of liv- 
ing, 41.03, P<.001; retirement status (male), 1.44, 
P<.30; retirement status (urban female), 0.33, 
P<.70; residence, 27.50, P< .001. 


+Number of standard items possessed. See refer- 
ence 10 below. 
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and level of living.’° A substantially larger 
proportion of the older men and women at 
the low end of the socioeconomic status con- 
tinuum than of those at the high end revealed 
feelings of pessimism (Table 2). In the case 
of occupation, however, it is to be noted that 
the marked difference in pessimistic outlook 
is between the rural and the urban workers, 
and that no significant difference was found 
between farm operators and rural manual 
workers. 

It is a plausible hypothesis that the re- 
sponses of older persons of lower socioeco- 
nomic status may be biased, since lower 
status persons may tend to agree with high- 
er status interviewers. The statement assess- 
ing pessimism required an “agree” response 
to be scored. However, the rural sample was 
interviewed by local rural interviewers and 
the urban sample by loca] urban interview- 
ers, a procedure which might tend to equal- 
ize status differences, although it is recog- 
nized that in both sampling areas the inter- 
viewers were of higher socioeconomic status 
than were many of the respondents. 


Retirement Status as a Factor 


Evidence on the reactions of older persons 
to retirement is contradictory. Some older 
persons make the change from work to re- 
tirement status with a minimum of personal 
stress. They apparently are able to find sub- 
stitute goal-seeking activities which are sat- 
isfying and meaningful. On the other hand, 
many older persons experience great diffi- 
culty in finding suitable substitute roles. 


10. The four occupational categories used were: 
farm operator, rural manual worker, urban manual 
worker, and urban white-collar worker. The retired 
men were classified by their main occupation at age 
50. The employed men were classified by their occu- 
pation at age 50 and at the time of the survey. An- 
nual income was assessed by means of showing a 
card to the respondent from which he selected the 
broad category in which his annual income fell. The 
income reported was that before taxes. In the case 
of the operator of a farm or a nonfarm business, 
the income reported excluded production expenses, 
depreciation on buildings, equipment and machinery. 
Formal education was recorded in terms of the 
highest grade completed, and the level of living was 
assessed from a check-list of 14 items of equipment 
commonly found in American homes. 











Streib and Thompson,!! for example, cite a 
number of empirical studies offering evi- 
dence that retirement brings adverse per- 
sonal adjustment. They offer an almost equal 
amount of evidence indicating that retired 
persons are well adjusted, and they suggest 
that probably the adverse effects of retire- 
ment have been overestimated. 

The retired men and women in this study 
apparently encountered little difficulty in 
obtaining goal-seeking activities to take the 
place of their former major roles, as evi- 
denced by their pessimism scores. The re- 
tired men were slightly more pessimistic 
than the men in the labor force, and the 
retired urban women were slightly more 
pessimistic than those employed, but in both 
cases the differences were not statistically 
significant (Table 2). 


Differences by Place of Rural-Urban 
Residence 


It is fairly well recognized that rural 
America retains many of the pioneer values 
and virtues. In rural areas of the United 
States the performance of the major adult 
roles requires considerable physical prowess, 
agility, and endurance. Peak performance is 
reached at a fairly early age. In contrast, 
in urban areas of the United States empha- 
sis is upon slightly different capacities and 
abilities. More stress is given to technical 
competence, sophisticated skills, and capacity 
to plan and carry out sustained responsi- 
bilities. Peak performance in such capacities 
develops much later in life than is the case 
with physical prowess, and the decline is 
much slower. 

Older persons who have lived for a consid- 
erable period of time in an urban environ- 
ment probably have advantages over older 
persons of long residence in a rural area. 
With the cessation of activities attributed to 
middle age, the urban older person no doubt 
has more opportunities to engage in mean- 
ingful and satisfying goal-seeking endeavors. 
In contrast, the rural person, once he has 


11. Gordon F. Streib and Wayne E. Thompson, 
“Personal and Social Adjustment in Retirement,” 
in Wilma Donahue and Clark Tibbitts, eds., The 
New Frontiers of Aging (Ann Arbor: University 
of Michigan Press, 1957), pp. 180-197. 
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passed his peak in physical prowess, would 
find it rather difficult to take up activities 
which require widely different capacities and 
which are virtually non-existent in many 
rural areas of the United States. 

The expectation that old age in the United 
States brings greater difficulties to persons 
in rural than in urban areas is contrary to 
both popular and some social scientific writ- 
ings. It is commonly alleged that the sim- 
plicity and serenity, the warmth of friend- 
ship and understanding, and the emotional 
security of close family and friends in rural 
areas provide ideal living conditions for 
older people. McKain'? maintains that the 
pastoral fantasy which glorifies the rural 
community as a paradise for older persons 
is not substantiated by empirical data. 

The present findings add support to Mc- 
Kain’s skepticism. The rural older persons 
were much more pessimistic than the urban 
older persons. A substantially larger propor- 
tion of the rural than of the urban older 
persons agreed with the statement that life 
for them was getting worse, not better (48 
to 33 per cent respectively, Table 2). 

It is noteworthy that the rural area 
studied lies in the Southern Appalachian re- 
gion and is not typical of rural areas in the 
United States. This region has a rather 
heavy out-migration of younger persons 
which may tend to disorganize the life of 
older rural persons, who may be dependent 
upon children and younger relatives for eco- 
nomic and emotional support. In addition, 
social organizations in an economically de- 
pressed region may be ill-equipped to serve 


12. Walter C. McKain, Jr., “Aging and Rural 
Life,” in Donahue and Tibbitts, ibid. 


the older persons, a condition which may 
contribute to their pessimistic outlook. 


SUMMARY 


The writer has reported the associations 
between certain socioenvironmental vari- 
ables and feelings of pessimism in a sample 
of 1,236 men and women aged 60 and over 
living in rural and urban environments, and 
has suggested that the “achievement syn- 
drome” is an etiological factor in the inci- 
dence of pessimism. The subjective state of 
pessimism was inferred from the affirmative 
responses of the subjects to one verbal state- 
ment. 

A greater degree of pessimism was re- 
vealed by older men than by older women, 
by those in poor health compared with those 
in good health, by persons of lower as com- 
pared with persons of higher socioeconomic 
status, and by rural older persons compared 
with urban older persons. Slight increments 
of pessimism occurred with advancing chron- 
ological age, and retired persons were slight- 
ly more pessimistic than those employed, but 
in both cases the differences were not sta- 
tistically significant. 

It is inferred that differences in pessi- 
mistic outlook evidenced by such categories 
of older persons are associated with an in- 
ability to gain access to appropriate means 
of achieving satisfying and socially worth- 
while goals, and that this inability serves as 
an etiological factor in the process. 

This study has focused on older persons 
only. Perhaps younger persons in categories 
comparable to those examined in this study 
will reveal similar patterns of pessimism, 
which also may be related to the suggested 
etiological factor. 
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Warren G. Bennis, Ph.D. 
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THE PROBLEM 


For those engaged in research and in ad- 
ministration of health programs, the prob- 
lem of adequately measuring program effect- 
iveness has proven to be a thorny one. While 
considerable effort recently has been de- 
voted to this problem, there is still much to 
be done with respect to defining and delimit- 
ing the various meanings of effectiveness, 
developing empirical measures of its several 
dimensions, and achieving some common 
ground between the measurement goals of 
basic researchers and administrators of 
health programs. This paper comprises an 
attempt to delineate some of the problems 
and factors associated with achieving these 
goals on the basis of the writers’ experience 
with a particular type of setting within the 
health field — out-patient departments. In 
this case, effectiveness of organization is 
translated as the degree to which good 
“patient care” is achieved, and our concern 
has been with the investigation of factors 
affecting the nurses’ performance in regard 
to patient care. 

After several months of conferring with 
nurses, physicians, and hospital administra- 
tors, it became apparent that not only were 
there no ready-made comprehensive criteria 
of patient care, but that there was consider- 
able disagreement among members of dif- 
ferent groups as to what should properly be 
considered as intrinsic aspects of care. In 
order to get a fresh start on the problem, it 


*This report is part of a larger study of the “Role 
of the Nurse in Out-Patient Departments” sponsored 
by the Division of Nursing Resources, U.S.P.H.S., 
American Nurses’ Foundation and the Rockefeller 
Foundation. The study was conducted at the Human 
Relations Center of Boston University. 


John Tracy Clinic, Los Angeles 
Boston University 

Massachusetts Institute of Technology 
Boston University 


was decided to get the opinions of hospital 
personnel who had an overview of the care 
situation. Since our own studies dealt with 
out-patient departments, systematic inter- 
views were conducted with officials directly 
concerned with the operations of out-patient 
departments, rather than with the operation 
of the wards. 


THE DATA 


Accordingly, twenty-four administrative 
officials in six metropolitan hospitals were 
interviewed by the writers on a number of 
pertinent topics to elicit their ideas on what 
is meant by patient care, and how one might 
go about measuring the quality of care pro- 
vided in any given out-patient department 
clinic. The six hospitals ranged from small 
to large—private, municipal, denominational, 
and non-denominational. The twenty-four re- 
spondents included out-patient department 
directors of nursing, supervisors, directors 
of social service, and medical directors. In 
particular, three questions from the inter- 
view are relevant to this paper: 


a. Think back through all your experience 
with out-patient departments, and pick out 
the best and worst clinics you’ve ever seen. 
What were they—all in terms of the quality 
of patient care? 

b. Now do the same in this out-patient 
department (of the respondent)—which 
clinic would you say is the best, and which 
the worst, in terms of the quality of patient 
care? 

c. On what basis did you separate the best 
from the worst clinics—that is, what is tt 
about these clinics that led you to say ‘this 
was best’ and ‘this was worst’? 


Although data from items a and b were 
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used for other purposes,! their primary pur- 
pose was to lead into item c; for, in answer- 
ng c the respondents were reporting, in es- 
sence, their ideas about the factors intrinsic 
to the concept of patient care. We did not 
ask the straight-forward question, “What is 
patient care?” because we wished to avoid 
glib responses which would yield little more 
information than we had already obtained 
in more informal settings. It was hoped that 
a more indirect approach would be more 
productive. 

In response to item c the twenty-four re- 
spondents listed approximately eighty cri- 
teria or indices of patient care. An attempt 
was then made to divide these eighty re- 
sponses into more manageable groupings. It 
is of course precarious to claim one kind of 


Table I 


Categories of Criteria for Good Patient Care 








Number of 
Persons Number of 
Out of 24 Times 
Mentioning Mentioned 
Criteria 


Criteria 





. Attitudes of personnel— 
towards patients, doctors, 
et cetera. 

. Interrole, interdepart- 
mental coordination. 

. Case loads, amounts of 
contact with patients 

. Patient satisfaction 
and convenience 

. Medical skills and 
facilities 

. Physical facilities 

. Continuity of care (same 
personnel see patient on 
return visits) 

. Follow-up (e.g. patients 
keep return appointments) 

. Patient teaching and 
understanding 

. Patient-staff relations 

. Record system 

. Research emphasis 

. Staff interpersonal 
relations 





1. Maleolm W. Klein, Norman H. Berkowitz, and 
Mary F. Malone, “Some Considerations in the Use 
of Qualitative Judgments as Measures of Organiza- 
tional Performance,” Sociology and Social Research, 
October, 1961 (in press). 


categorization to be more valid or meaning- 
ful than another, but the authors were led 
by their own predispositions to the following 
list of thirteen groupings of criteria (See 
Table 1). Complete independence cannot be 
claimed for the separate groupings or cate- 
gories. 

Only the first seven categories of criteria 
were mentioned more than ten times each. 
Medical skills and facilities and physical 
facilities were mentioned less often than 
criteria of a social and psychological nature. 
In other words, individuals holding respon- 
sible administrative positions in out-patient 
departments consider that some social and 
psychological factors are better indices of the 
kind of patient care given than are medical- 
technical and physical factors. Curiously, 
however, they give a relatively low ranking 
to patient teaching and understanding. Only 
five of twenty-four respondents considered 
this to be a good index of patient care. Con- 
sidering the great importance associated 
with patient teaching in the out-patient de- 
partment, where level of care and cure is so 
dependent upon the knowledge and motiva- 
tion of the patient himself, this finding is a 
bit surprising. It may be due to the difficulty 
of assessing teaching success, or to the physi- 
cal separation between our respondents and 
the actual points of staff-patient contact, or 
to a lower priority accorded patient teaching 
in practice than in public pronouncements. 

Examination of the eighty criteria from 
which the categories in Table 1 were con- 
structed proved that about sixty of them did 
not seem measurable: they were either too 
ambiguous (leadership, dedication, “person- 
ality of nurse’’) , redundant, or lay outside the 
realm of the social scientist (skills of medical 
staff, clinical research). Of the remaining 
sixteen criteria, which are listed in Table 2, 
those which are commonly accepted ingredi- 
ents of, rather than merely correlates of, 
good patient care are few. That is, many of 
the measurable criteria in Table 2 may be 
fairly highly correlated with good care, but 
they would probably not be generally agreed 
upon as intrinsic ingredients of patient care 
(perhaps we should rephrase “intrinsic in- 
gredients of patient care” as “medical care’”’). 
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Table 2 


Measurable Criteria 








. Continuity of care 
. Follow-up procedures 

Patient self-care 

Family teaching ; 

Patient understanding of procedures, et cetera 
. Patient understanding of condition 
. Patient teaching 
. Orientation to patients’ social problems 
. Patient satisfaction 

. Case load 

. Planned program for patient 

. Availability of personnel 

. Amount of consultation 

. Privacy and confidentiality 

. Smooth processing of patient 

. Degree of medical specialization 


ONAMATR ONE 





Summarizing these data briefly, it can be 
said that, while the administrative officials 
of out-patient departments can provide an 
enormous list of criteria for judging patient 
care, not many of the criteria so identified 
are readily measurable. Furthermore, few of 
those which are measurable would be agreed 
upon by competent professionals as intrinsic 
parts of the patient care process itself. It is 
undoubtedly true, in addition, that there 
would be considerable disagreement concern- 
ing the relative weight which should be as- 
signed to each. One other point may have 
occurred to the reader: no one of the accept- 
able criteria to be found in Table 2 can, by 
any stretch of the imagination, be considered 
a unitary, comprehensive index of patient 
care, although people involved in nursing or 
medical research often speak as though “‘com- 
prehensive” or “total” patient care could be 
measured. 


UNANSWERED QUESTIONS 


Since we found that a single, compre- 
hensive way of measuring patient care was 
impossible, can the researcher retain the 
idea of patient care as a unitary concept? If 
not, should the concept be abandoned in for- 
mulating a research model? May criteria for 
various components of care be established 
without arriving at a unitary concept? If 
some of these criteria are considered sep- 
arately, what are the difficulties that are 
involved in the use of each as a measure of 


good care? We will discuss as examples of 
separate criteria: (1) the teaching criterion, 
(2) the criterion of technical care, (3) the 
criterion of established correlates, (4) the 
auditing criterion, and (5) combined cri- 
teria. If choices must be made among these, 
what considerations will influence these 
choices ? 

It should be stated at this point that the 
discussion around these criteria will go well 
beyond the data just presented. Our purpose 
in presenting these data has been to help in 
opening our discussion of these unanswered 
questions about ways to establish criteria 
of good patient care. 

With this in mind, let us look quite briefly 
at some of the more prominent alternatives 
available for gauging the level of care, with 
a suggestion at the same time of some of the 
advantages and disadvantages of each. Then 
we shall be in a position to consider the basis 
upon which one might chose between these 
alternatives. The reader is reminded that the 
thoughts to follow are derived from, and 
therefore pointed toward, studies of care in 
out-patient departments. Some adjustments 
would undoubtedly have to be made for 
studies in other medical settings, although 
in all probability such adjustments need not 
be very great. 


The Teaching Criterion 


The patient teaching and understanding 
aspect of care is generally accorded a high 
priority by medical and nursing personnel 
in the out-patient department, even though 
this does not show up in Table 1. A number 
of the measurable criteria in Table 2 can 
be subsumed under this general heading. Our 
research has shown that the teaching per- 
formance of nurses is sufficiently variable 
to allow the testing of hypotheses about this 
factor. Furthermore, the availability of a 
reliable observation form for recording fre- 
quency of teaching patients? is an asset. The 
major disadvantage would be its question- 
able position as a central aspect of patient 
care. 


2. This form, and several findings from its use, 
will be reported in future papers by the authors. 
The form is available upon request. 
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The Criterion of “Technical Care” 


Here one would measure factors judged by 
medical authorities to be integral parts of 
patient care. Amount of consultation, which 
is listed in Table 2, might be one such factor. 
While this type of criterion sounds more im- 
portant in patient care than does patient 
teaching, it involves difficulties of definition 
and of assigning proportional weights to 
each factor. In addition, judgments of the 
“correctness” of diagnosis and treatment are 
difficult and quite variable. 


Correlated Factors as a Criterion 


Instead of measuring intrinsic aspects of 
good care, one might investigate factors 
thought to be highly correlated with good 
care, measure these, and then use them as 
criteria of good care, with the obvious as- 
sumption that what is highly correlated with 
good care is really related to it. There are 
many possible factors here, as indicated by 
items in Table 2 such as case load. However, 
selecting and weighing these possibilities 
requires that one make untestable assump- 
tions about the correlations involved. An ad- 
ditional difficulty in hypothesis-testing 
studies is that these various correlates of 
care are often the factors one choses to em- 
ploy as independent or causative variables. If 
a correlated criterion such as case load is 
used in measuring patient care, it cannot be 
studied at the same time as a cause of good 
patient care. 


The Audit Criterion 


In this approach several physicians make 
independent judgments about the degree to 
which patients attain an expected level of 
physical well-being. In order not to be biased, 
the judging physicians should be completely 
independent of the treatment situation, but 
this would preclude their having intimate 
knowledge of the patient. Using physicians 
already involved in the treatment of the 
judged patients would create the possibility 
that their judgments were biased. Unfor- 
tunately, while a medical audit may sound 
like the most ideal criterion of patient care, 
it has been the experience of many physicians 


and hospital administrators that the process 
is fraught with difficulties involving record 
systems and differing medical judgments, 
and that it has consequently seldom achieved 
a desired level of reliability or validity.* 


Combined Criteria 


While the four kinds of criteria given 
above do not exhaust the possibilities, they 
do present a rather wide range of altern- 
atives from which to select. This range can 
be greatly augmented by combining any two 
or more of the alternatives, or any parts 
thereof. Such a combination would have con- 
siderable appeal in that it would represent 
a more conservative as well as more compre- 
hensive approach, yielding an overall index 
as well as two or more separable ones. How- 
ever, any combination raises the weighting 
problem again—i.e., how much importance 
should be attached to the various factors en- 
tering into the combined criterion of good 
care, and how does one decide on this? A 
compromise approach, and one adopted by 
the writers in their own research, is to use 
several of the available alternatives, but to 
analyze them separately without attempting 
to achieve a single comprehensive criterion. 
Since the implications for future research on 
patient care are extremely important, this 
point will receive further consideration. 


CHOOSING CRITERIA 


How does one go about choosing between 
the alternative criteria of patient care? The 
choice clearly depends on many considera- 
tions, but those which have seemed pivotal 
to us in our study of the OPD will be dis- 
cussed. Each researcher will no doubt make 
his choice of criteria somewhat differently, 
depending upon his own situation, but he 
should report the basis of his choice so that 
others dealing with the problem may profit 
from his experience. 


3. Cf. Edwin F. Daily and Mildred A. Morehead, 
“A Method of Evaluating and Improving the Quality 
of Patient Care,’ American Journal of Public 
Health, 46 (1956), pp. 848-854. 
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Cost 


One cannot undertake what the budget 
does not permit. A good medical audit, be- 
cause of the pay rate of the necessary per- 
sonnel, would be a very expensive procedure. 
Systematic teaching observation done by 
nurses trained for the purpose costs about 
$10.00 per nurse each clinic session (lasting 
4 hours) including training time.* 


Availability of Data 


Because of time and work pressures, vari- 
ability in kinds of hospitals staffs, size of 
populations, et cetera, one often finds that 
a sufficient sample for a given type of meas- 
urement is not available, or that the “supply”’ 
of experts on particular matters is limited. 
For example, a medical audit requires the 
time of physicians, who are generally other- 
wise occupied. Nursing staffs in out-patient 
departments range from one to thirty, thus 
making generalizations about nursing per- 
formance in small out-patient departments 
close to impossible. 


Preferences of Personnel 


In choosing criteria for measuring aspects 
of patient care, medical personnel would 
probably prefer a medical audit, while nurs- 
ing personnel might place more emphasis on 
patient teaching. These are preferences 
which are almost role-determined, and the 
effects on research conclusions of such 
preferences must be evaluated beforehand. 
There is also the problem of reaching some 
sort of agreement between research staffs 
and cooperating institutions about the cri- 
teria to be employed. 


The Problem of Precision 


It is necessary to decide how much pre- 
cision of measurement is desired. Some of 
the criteria mentioned are more amenable 
to precise measurement than are others. For 
example, the teaching criterion can be more 
rigorously applied than the medical audit; 


4. In part of a study to be reported later, the 
authors procured observations on 378 OPD clinic 
sessions, which cost a little over $4,000 in direct 
payment to observers. 


for the latter necessarily involves judgmental 
decisions which are by their very nature less 
reliable. 


Independent Variables 


The commitment to various independent 
variables in hypothesis-testing studies can 
often rule out certain measures of the de- 
pendent variable. This is clearly evident in 
using correlational criteria. For instance, one 
could not study the effect of nurse-patient 
conflict on patient care, if the measure of 
the latter included nurse-patient relations. 


Availability of Research Instruments 


Each of the available criteria of patient 
care involves the use of one or more measur- 
ing instruments—questionnaires, scales, ob- 
servation forms, et cetera. Clearly, if an- 
other investigator has developed instruments 
applicable to one’s own line of investigation, 
it may become expedient to adopt that instru- 
ment, and the criterion it is designed to 
measure, rather than accept the time-con- 
suming task of developing new measures. 
This is a matter of practical rather than 
conceptual consideration. 


Score Variance 


In order to show the effects of any given 
variable on patient care, the investigator 
must be certain that the patient care meas- 
urements or scores cover a sufficiently wide 
range to permit testing for differences. If 
all scores are substantially the same, no ana- 
lysis is possible. Knowledge of variance can, 
of course, only come from pretesting and 
pilot studies. 


Relevance to the Practitioner 


If the results of a study are meant to pro- 
vide guidelines for change or evaluation, the 
criteria used in the study must make some 
sense to the individuals charged with the 
responsibility of translating the findings into 
programmatic action. This is especially true 
if change in patient care practices them- 
selves is contemplated. 

The above factors are certainly not com- 
pletely exhaustive of the considerations 
which affect one’s choice of a patient care 
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criterion. They are sufficient, however, to 
suggest the complexity implicit in making 
such a choice, and to underscore the impor- 
tance of choosing on explicitly rational bases. 
It is the writers’ hope that this spelling out 
of valuable criteria and bases for selecting 
among them will help fill the gap between 
the need for an effective procedure and the 
availability of such a procedure. 


CHOICE OF CRITERIA FOR OPD STUDY 


We should like to indicate how our own 
decisions concerning appropriate measures 
for our studies were affected by the above 
considerations. First of all, our heavy con- 
centration on the role of the nurse dictated 
the selection of criteria pertinent primarily 
to nursing performance in the out-patient 
department. Second, budgetary considera- 
tions and the professional competences of the 
research staff led to the exclusion of strictly 
medical variables. Third, the writers con- 
cluded that a unitary measure of perform- 
ance was less important than several more 
specifiable aspects of performance. 

With these considerations operative, the 
writers concentrated on the two criteria of 
patient teaching (by the nurse) and patient 
follow-through (the degree to which patients 
followed orders and advice about return ap- 
pointments, tests, referrals, restrictions, 
medications, and other treatments). Both 
were within the limits of available resources, 
and both required little effort on the part 
of the hospital personnel. Teaching scores 
were obtained by observers, while the follow- 
through scores required only a minute or two 
of the physician’s time with each patient he 
saw during five clinic sessions. The require- 
ment of precision, held by the writers to be 
of considerable importance, was met with 
adequately high reliability and validity co- 
efficients. 

The matter of score variance was of course 
unsettled until preliminary data started to 
accumulate, but fortunately these data indi- 
cated that variance was sufficiently high to 
permit testing for differences, though prob- 
ably not so high as to mask the hypothesized 
relationships. 

And finally, with respect to practical rele- 
vance, the teaching score was the one most 


generally agreed upon by nurses and other 
out-patient department personnel as the 
pivotal measure of nursing performance in 
the out-patient department. Follow-through 
also has obviously high relevance, since the 
success of out-patient department care is so 
highly dependent upon the initiative of the 
ambulant patient. 


IS A UNITARY CRITERION OF PATIENT 
CARE POSSIBLE? 


On the basis of our experience with the 
problem of measuring patient care, we think 
that “patient care,” as a unitary concept, is 
more harmful than helpful for research pur- 
poses. This does not mean that we would 
wish to see the term expunged; it is, like 
so many other terms and concepts, useful 
for summarizing a host of considerations and 
for expressing a general complex of meaning 
quite adequate for most conversational pur- 
poses. Many researchers, though, including 
the present writers, have discovered that the 
concept leads to research problems that are 
close to insurmountable. 

Why should this be so? The reasons are 
several. First, different professional groups, 
such as physicians, nurses, social workers, 
and administrators, each have their own 
ideas as to what is central and what is peri- 
pheral to the concept of patient care. There 
is nothing so enlightening in this respect as 
a meeting among representatives of these 
several groups in which the discussion turns 
to the “true” meaning of patient care. Agree- 
ment is well nigh impossible. Consider this 
statement by an anonymous hospital admin- 
istrator answering an interviewer on this 
topic : 

I think the administrators, such as Miss 

and myself and Dr 
who is part administrator and part clinician 
... 1 think if you asked us to define what 
we mean by better patient care, we’d come 
up with a different definition. Being a lay- 
man, being an administrator, I naturally 
think in terms of more convenience, not 
having to wait so long, not having to stand in 
so many lines. ... The clinician, I’m sure he 
thinks of the inconveniences of the patients 
secondarily, particularly when this irritates 
him or when the patients complain about the 
inconveniences, or when poor operation of 
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the clinic affects what he’s trying to do with 
his patients. .. . But his concept of better 
patient care naturplly has more clinical 
content. . 


In trying to include the emphases of each 
professional group involved in patient care, 
one would end up with a definition so gen- 
eralized and all-inclusive as to preclude pre- 
cision or specificity of measurement. In ad- 
dition, each group would undoubtedly feel 
that its own definition was unquestionably 
the best. 

Another problem has already been alluded 
to in another connection. Patient care, as a 
comprehensive concept, must include within 
it a host of factors, such as technical skills, 
patient satisfaction, continuity, follow- 
through, et cetera. Any empirical study at- 
tempting to quantify level of care must find 
a way of assigning “weights” or appropriate 
emphases to each of the contributing factors. 
But there is no way of doing this independ- 
ently of the judgments of the various groups, 
who cannot reach adequate agreement on the 
matter. An arbitrary assignment of weights 
merely evades this problem. 

In other words, it seems quite likely that 
there will never be a single comprehensive 
criterion by which to measure quality of 
patient care. If this is the case, how can one 
ever do studies about patient care? The most 
logical answer would seem to involve two 
steps: (1) to abandon the concept of patient 
care per se in research; (2) to adopt a more 
operational approach and speak of “perform- 


“é“ 


ance variables” or “end-products” or 
lected aspects” of care. 

This is much the same approach adopted 
by social scientists with regard to the con- 
cept of morale. After many years of frustrat- 
ing attempts, it was found that morale could 
not adequately be dealt with as a unitary con- 
cept. Rather, investigators now speak more 
specifically of intrinsic job satisfaction, sat- 
isfaction with peers, superiors, and subordi- 
nates, “life satisfactions,” et cetera, all of 
which may, in some unspecifiable way, add 
up to a totality akin to morale, and yet which 
often seem to vary quite independently of one 
another. 

As long as the researcher can define the 
aspects of care which he is studying and de- 
scribe the means used to measure them, there 
is no drawback, for each reader can then 
evaluate for himself their centrality to his 
concept of care, and the appropriateness of 
the measurement process. This in turn must 
eventually lead to a better understanding 
of the nature of care, the elements which 
seem central to it, and the relationships be- 
tween these elements and other variables 
thought to affect the general level of care 
achieved. It should be remembered that a 
concept such as patient care has little 
“reality” beyond its usefulness to the scien- 
tific or practical ends it is designed to serve. 
Any definition of the concept is to some 
extent arbitrary, and in and of itself adds 
nothing to knowledge unless it serves to 
further the knowledge-building process. 


se- 
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1. 


Howard B. Kaplan and Samuel W. Bloom 
(Baylor University College of Medicine), 
“The Use of Sociological and Social-Psycho- 
logical Concepts in Physiological Research: 
A Review of Selected Experimental Studies,” 
The Journal of Nervous and Mental Disease, 
130 (1960), 128-134. 


In recent years sociological and social- 
psychological concepts have been applied in 
physiological studies at an ever increasing 
rate. The acceptance and utilization of such 


concepts have been said to form the basis 
of a relatively new field of inquiry that some 
investigators have termed “sociophysiology” 
or “interpersonal physiology.’”’ A considera- 
tion of several selected experimental studies, 
in which concepts akin to social status, social 
sanction, definition of the situation, and 
empathy have been applied in a physiological 
context, has suggested the appropriateness 
of such terms. 

However, the review of these studies has 
also pointed to the fundamental fact that 
such investigations are interdisciplinary oft- 
en only by chance rather than by intent; and 
therein lies a basic weakness. The concept of 
interdisciplinary activity suggests the need 
for cooperation by representatives of the 
fields in question as a condition for the com- 
mon acceptance and utilization of concepts. 
Yet, while concepts traditionally appropriate 
to one discipline have been applied in the 
other, there have been relatively few exam- 
ples of research involving a team constituted 
of sociologists and physiologists. With few 
exceptions, the investigators involved in 
these studies have had little formal training 
in the social sciences. 


As a result of this situation we find that 
very often the sociological concepts have 
been introduced only at the stage of inter- 
pretation of findings, and even then these 
concepts are sometimes naively interpreted. 
Had these ideas been considered at the stage 
of the research design, perhaps the results 
could have been predicted thus lending them 
greater credibility. 

However, even this limited application of 
sociological concepts in a physiological con- 
text has provided data of great interest to 
both fields and has suggested new areas of 
inquiry and modes of procedure. 

The relationship between social behavior 
and intrapsychic processes has been well 
documented, as has the relationship between 
the latter and physiological activity. How- 
ever, the conclusion of this “syllogism,” the 
relationship between social behavior and 
physiological processes, has not been suffici- 
ently emphasized heretofore. This is not to 
assert that this relationship is not mediated 
by psychological processes, but rather that 
for certain purposes the relationship between 
the social and physiological levels, holding 
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the psychological dimension constant, may be 
directly investigated, thus providing data of 
value to both of the cooperating disciplines, 
physiology and sociology. AA 


2. 


Arnold M. Rose (University of Minnesota), 
“Cultural Factors in Mental Health Atti- 
tudes,” Midwest Sociologist, 20 (1958), 65- 
71. 


This study attempts to ascertain, and ac- 
count for, the presence of significant differ- 
ences in knowledge of an attitudes toward 
mental disease between a sample of high 
school boys and one from a boys’ reforma- 
tory. The high school sample was drawn 
from boys of the sophomore class of three 
Minneapolis public high schools; the reform- 
atory sample consisted of the boys of ages 
15 and 16 at the Youth Conservation Com- 
mission training school for boys at Red 
Wing, Minnesota. Questionnaires on mental 
health knowledge and attitudes were admin- 
istered to both. A sociological frame of ref- 
erence was selected for analyzing the data 
with typical life experience as its focus and 
using formal education, social class, and non- 
scholastic experience as independent vari- 
ables. Another possible independent variable, 
actual contact with mental illness, was dis- 
missed when found to be constant for both 
groups. 

The following were found to be true of 
both samples. Each fairly acutely distin- 
guished mental disease. Both stressed en- 
vironmental causation more than innate fac- 
tors in mental disease. Both emphasized a 
need for its prevention and cure. Each was 
fairly optimistic about the chances of the 
afflicted for recovery. Both were sympa- 
thetic to ex-inmates of mental hospitals. 
Neither group was too aware of mental dis- 
ease as a social problem. Both showed incon- 
sistencies in analyzing specific “causes,” and 
both groups were reluctant to commit them- 
selves to seeing a psychiatrist. 

Comparing the two, the high school sample 
had more knowledge and awareness of men- 
tal disease and more optimism for the 
chances of recovery. The reformatory sample 
better identified specific examples of mental 
illness, emphasized environmental causation 


the most, and showed most sympathy to- 
ward discharges from mental ‘hospitals. The 
reformatory sample’s responses were, how- 
ever, less rational, less consistent, less dis- 
criminating, less subtle, and more general- 
ized. 

In general, response of the high school 
sample represents interaction between their 
education and the dominant values of their 
predominantly middle class culture, while 
that of the reformatory sample reflects more 
the values of a marginal subculture, includ- 
ing the unique experience of the delinquency 
subculture and the lower class meanings and 
values. A fairly plausible case has been made 
that knowledge of and attitudes toward men- 
tal illness are a function not of direct expe- 
rience with it but rather of contact with cul- 
tural norms pertaining to mental disease. 
AA 


3. 


Thomas 8. Szasz (Department of Psychi- 
atry, State University of New York Upstate 
Medical Center, Syracuse), ‘“Hospital-Pa- 
tient Relationships in Medicine and Psychi- 
atry,” Mental Hygiene, 45 (1961), 171-179. 


The purpose of this paper is to clarify the 
precise nature of the relationship between 
mental hospitals and patients and to compare 
and contrast it with the relationship between 
medical hospitals and patients. 

Four types of medical hospitals, offered as 
general models, are described. These are: the 
private, the public, the military and the 
prison hospital. The differences among these 
are economic, social and legal rather than 
medical. The hospital-patient relationship is 
the most equalitarian in the first type of 
institution and becomes progressively more 
oppressive for the patient as he moves to- 
ward the fourth type. 

The similarities and differences between 
medical and mental hospitals are briefly re- 
viewed. The most significant difference be- 
tween the two is that mental hospitals are 
empowered by law to hold and “treat” pa- 
tients against their will whereas medical hos- 
pitals are empowered to care only for volun- 
tary patients. Large public mental hospitals 
are especially unlike medical institutions in 
many other characteristics as well. Lastly, 
certain so-called mental hospitals—that is, 
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those for the criminally insane—are shown 
to be integral parts of the state’s prison 
(correctional) system. 

Included in the essay is an examination of 
the mental patient’s lawsuit against the hos- 
pital superintendent for the light it throws 
on the antagonistic rather than the coopera- 
tive relationship which often exists between 
these two parties. 


In view of several considerations, the — 


writer states that a reappraisal of the medi- 
cal and psychiatric aspects of these institu- 
tions seems to be in order. The claim that 
mental institutions are like medical hospitals 
must be rejected. The advisability of the con- 
tinued operation of these institutions along 
medical or quasi-medical lines should be sub- 
jected to serious reexamination. Perhaps 
they may be better operated along explicitly 
socio-psychological lines—for example, by 
psychologists, sociologists, social workers, et 
cetera. Finally, the legal status of mental pa- 
tients must be clarified and more explicitly 
defined. AA 


4, 


Mary E. W. Goss (Cornell University Medi- 
cal College), “Influence and Authority 
Among Physicians in an Outpatient Clinic,” 
American Sociological Review, 26 (1961), 
39-50. 


The principle of hierarchy involved in 
Weber’s conception of bureaucracy is incom- 
patible with preservation of the individual 
authority required by professionals in their 
work. Available analyses indicate, however, 
that even among nonprofessionals the rela- 
tionships between superordinates and sub- 
ordinates in a work hierarchy are likely to 
deviate from those outlined by Weber in that 
they are affected by the norms and values 
workers bring to the situation. The present 
study of the norms, values, and behavior ex- 
hibited by an hierarchically organized group 
of physicians in a medical center suggests 
that supervisory relationships among physi- 
cians represent an extreme case of such devi- 
ation. It also provides clues regarding spe- 
cific social mechanisms that serve to recon- 
cile maintenance of individual authority with 
hierarchical organization. AA 


5. 


Henry Wechsler (Massachusetts Mental 
Health Center) and David Landy (Univer- 
sity of Pittsburg) (issue editors), “New 
Pathways from the Mental Hospital,” The 
Journal of Social Issues, 16, 2 (1960), 1-80. 


This entire issue presents information 
about four types of “pathway” organizations 
which seek to assist in the transitional period 
between the discharge of a mental patient 
from a hospital and his re-entry into com- 
munity life. The four general types consid- 
ered are: day hospitals (two articles), half- 
way houses (two articles), sheltered work- 
shops (two articles), and ex-patient organi- 
zations (two articles). In addition, one ar- 
ticle discusses the transitional hospital; this 
article was considered appropriate “‘. . . since 
most pathway agencies receive their mem- 
bers after hospitalization, and, strictly 
speaking, rehabilitation begins in the hos- 
pital.” 

The reports presented are case studies or 
surveys of specific facilities. The failure to 
include objective studies of the effectiveness 
of pathway facilities is due, not to the over- 
sight of the editors, but rather to the fact 
that little has been done so far in the way 
of scientific verification of such services. 
The problem has been in securing acceptance 
of research designs which would provide for 
controlled experiments. Pathway organiza- 
tions, like hospitals, are reluctant to allow 
their patients to be manipulated. R.H.T. 


6. 


Morris J. Daniels (San Diego State College) , 
“Affect and Its Control in the Medical In- 
tern,” The American Journal of Sociology, 
66 (1960), 259-267. 


The modes of affective involvement with 
patients and mechanisms of control over in- 
volvements were studied among forty-six in- 
terns in two urban hospitals in Tennessee. 
Two general types of involvement were 
found: one based upon aspects of the illness 
itself, and the other upon personalities of 
the patients. A universalized concern ap- 
peared to be the type of emotional involve- 
ment preferred and supported by the system, 
though deviations were made with impunity. 
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Normative, instrumental, and _ situational 
controls limited extreme affective involve- 
ments with patients in certain age cate- 
gories. Explicit proscription limited the ex- 
pression of positive and negative feelings to- 
ward the patients as persons through the 
caliber of treatment provided them, but this 
type of control was frequently ineffective. 
AA 


We 


William A. Glaser (Bureau of Applied Social 
Research, Columbia University), ‘Doctors 
and Politics,” The American Journal of Soci- 
ology, 66 (1960), 230-245. 


Published and unpublished studies are re- 
viewed to derive generalizations and hypoth- 
eses about the political attitudes and behav- 
ior of the individual members of the Ameri- 
can medical profession. Although doctors 
may occasionally participate in local govern- 
ment in medical or other non-partisan ca- 
pacities, they rarely abandon medicine for 
lay governmental careers, and their partici- 
pation in party politics is limited. In some 
respects doctors share the conservative val- 
ues of other American social elites, but in 
others they may differ and may be predis- 
posed to a peculiarly professional belief sys- 
tem. Doctors’ distinctive orientations toward 
politics follow from the characteristics typi- 
cal of a very successful social elite and of a 
highly developed profession whose special 
tasks, knowledge, methods, and work rou- 
tines are very different from the ordinary 
work of government. AA 


8. 


Beatrice Mongeau, Harvey L. Smith, and 
Ann C. Maney (University of North Caro- 
lina), “The ‘Granny’ Midwife: Changing 
Roles and Functions of a Folk Practitioner,” 
The American Journal of Sociology, 66 
(1961), 497-505. 


Midwifery, considerably reduced in scope, 
is still practiced among Negroes in a South- 
eastern rural region. Seen as a social insti- 
tution in partial disintegration, marginal to 
modern medical practices, and subject to 
powerful official opposition, it permits the 
study of institutional adaptation to stress. 


The old midwife practiced with the sponsor- 
ship and personal support of the white physi- 
cian. She was “called” to her occupation and 
trained through a familial apprenticeship. 
The new midwife is trained and officially 
appointed by a Health Center. The old mid- 
wife has continued to retain by far the larg- 
est share of practice by reliance upon her 
power and prestige in the Negro community, 
but urban influences are affecting her cli- 
entele, and she is faced with competitors 
rather than successors. AA 


9. 


David N. Solomon (McGill University), 
“Ethnic and Class Differences Among Hos- 
pitals as Contingencies in Medical Careers,” . 
The American Journal of Sociology, 66 
(1961), 463-471. 


The ethnic and class structures of medi- 
cine in Chicago are described by classifying 
hospitals into four types which differ in size, 
characteristics of sponsors, approval of facil- 
ities by accrediting bodies, ethnic composi- 
tion of medical staffs, proportions of physi- 
cians who are specialists, and proportions 
with offices in the central business district. 
Each category thus represents a different 
ethnic and class type of hospital and a rela- 
tively separate social world of medical prac- 
tice. These aspects of the medical social sys- 
tem constitute the crucial contingencies of 
medical careers. How they are met deter- 
mines the type of career and degree of suc- 
cess of the individual practitioner. AA 


10. 


Ephraim Harold Mizruchi (State University 
of New York, Cortland), “Social Structure 
and Anomia in a Small City,” American So- 
ciological Review, 26 (1960), 645-654. 


According to the author, “a conceptual 
analysis” of “anomia” and “anomie” can 
take place on two levels: “the sociological, 
which represents Durkheim’s ‘classic’ focus 
of attention; and the social psychological, 
which is the level being investigated by 
Srole, Bell, and others. Our usage follows 
Srole’s, which refers to a continuum of eu- 
nomia-anomia, representing the individual’s 
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generalized, pervasive sense of ‘self-to-others 
belongingness’ at one extreme compared 
with ‘self-to-others distance’ and ‘self-to- 
others alienation’ at the other pole of the 
continuum.” 


In 618 completed interviews, Misruchi em- 
ployed all five statements in Srole’s scale 
and added five of his own ‘“‘to reduce the 
possibility of the respondent operating un- 
der or developing an ‘acquiescence set.’ ” 

Mizruchi found a highly significant ten- 
dency to anomia in social classes IV and V 
(Hollingshead) as compared with I and II, 
or III. He found, as he tried to replicate a 
part of Roberts and Rokeach [“‘Anomie, Au- 
thoritarianism, and Prejudice,” American 
Journal of Sociology, 63 (1956), 355-358], 
that there is no significant difference in the 
anomia scores of lower and higher income 
groups whose educational attainment is be- 
low the college level; but the difference is 
highly significant for those who have at- 
tended college. Merton and Srole are sup- 
ported rather than Roberts and Rokeach. 
The author also found significant differences 
in the anomia scores of “upper” and “lower” 


classes on a “self-ranked class position;” 
and, also, between the anomia score and the 
“Chapin Social Participation Score’—the 
higher the social participation, the lower the 
score for anomia. 


Mizruchi’s findings do not agree with 
Louis Wirth’s idea in his paper on “Urban- 
ism as a Way of Life” [American Journal of 
Sociology, 44 (1938), p. 12] that the social 
structure of the large city is conducive to 
anomie and, thus, to anomia in the person. 
In the small city Mizruchi studied, 43 per 
cent of the population “represents a com- 
munity tending more to the rural pole... 
than has been the case in the studies of 
anomia cited above.” Since over 30 per cent 
of his 618 cases were “anomic,” he concludes 
that “the differences between dwellers of 
large urban areas and those of less urban- 
ized communities have often been exagger- 
ated.” A.L.P. 


11. 


John T. Blair and Thomas J. Gallagher 
(United States Naval School of Aviation 
Medicine, Pensacola, Florida), “Volunteer- 


ing for Extra-Hazardous Duty,” Journal of 
Applied Psychology, 44 (1960), 329-331. 


Are volunteers for hazardous duty assign- 
ments likely to be the kind who go to pieces 
in an emergency? Although little research 
has been carried out on this question, the 
portrait of the volunteer drawn from the lit- 
erature tends to be an unflattering one. In- 
deed some studies reviewed by the authors 
suggest that volunteers are likely to be se- 
verely maladjusted. In the attempt to learn 
more about the man who steps forward when 
the call for volunteers is given, the authors 
undertook an investigation of 1,154 naval av- 
iation cadets, 291 of whom had volunteered 
for extra-hazardous duty, namely, participa- 
tion in extreme cold or radiation studies. 
There was a significant difference between 
volunteers and non-volunteers on only one 
scale of the MMPI, (the Mf scale) where vol- 
unteers scored higher. Tests of intelligence, 
mechanical comprehension and flying apti- 
tude did not distinguish between the two 
groups, but differences did favor the volun- 
teers, who also were slightly younger and 
had slightly less education. Volunteers had 
significantly higher officer-like qualities and 
were more likely to be selected as class offi- 
cers. Greatest differences were found in at- 
trition in the flight-training program, where 
the volunteers had a lower attrition rate, and 
had fewer deaths because of accidents. The 
authors conclude that far from being malad- 
justed, volunteers were superior in nearly all 
respects studied. Attention is also directed 
to the influence on amount of volunteering 
by manipulation of experimental conditions 
(public vs. concealed) and the implications 
of the results for research which may be 
subject to “volunteer bias.” Winton H. Man- 
ning 


12. 


Thomas McCorkle (College of Medicine, 
State University of Iowa), “Chiropractic: A 
Deviant Theory of Disease and Treatment in 
Contemporary Western Culture,” Human 
Organization, 20 (1961), 20-23. 


The author analyzes the success of chiro- 
practic in terms of rural Iowa culture. He 
points out that the rural Iowa farmer is 
work oriented, and with many opportunities 
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for bruises, dislocations, and strains in striv- 
ing with animals or machines; moreover, he 
is often exposed to extremely cold and wet 
conditions. “Stiff necks, lame backs, and 
strained ligaments are frequent. Most of 
these heal in time, or at least get better, but 
there is a fairly large residue of more or 
less specific aches and pains that go unat- 
tended unless they become severe enough to 
interfere with the regular farm tasks.” 

“An ideal therapy in the eyes of the rural 
Iowan, would be one based on a clean-cut, 
certain diagnosis of the problem. It should 
be cheap, if possible, as well as simple. It 
should aim directly at the heart of the prob- 
lem, so as to achieve quick results and permit 
the patient to go right back to work as soon 
as it is finished.” Chiropractic pamphlets are 
presented in such a way that theory is re- 
lated to specific diseases and ailments, and 
provide “common sense” explanations to the 
mechanically-minded Midwestern patient. It 
seems likely that chiropractic will continue 
to enjoy a high rate of acceptance “.. . until 
such time as more conventional medical peo- 
ple are able to deliver more effective and 
more sympathetic treatment for the arthritic 
conditions and unnamed aches and pains 
that make up so many of the complaints of 
the Midwestern farm people.” R.H.T. 


13. 


Richard G. Bond (University of Minnesota) , 
“Environmental Health Needs in Colleges 
and Universities,” American Journal of Pub- 
lic Health, 51 (1961), 531-541. 


In 1959 there were nearly 2,000 accredited 
colleges with a full time enrollment in excess 
of 3,400,000. In addition there is a large part 
time enrollment plus a professional staff of 
350,000. Of these 2,000 institutions of higher 
learning, 1,200 have an enrollment of less 
than 1,000 students, while at the other ex- 
treme 165 universities have an enrollment 
in excess of 5,000. Today, colleges and uni- 
versities are concerned with teaching, re- 
search, and public service. Although these 
institutions are not conventional examples 
of institutionalized populations, they are con- 
cerned with research projects which present 
unexpected and unanticipated environmental 
health and safety hazards. During 1957-1958 


according to the National Science Founda- 
tion, colleges and universities spent 780 mil- 
lion dollars for research and development. 
Approximately 392 million dollars of this 
amount was used for basic research in physi- 
cal and life sciences. 

The author here describes four broad 
areas of service which concern institutions 
of higher learning: general sanitation, occu- 
pational health, radiological health, and 
safety engineering. A study of student acci- 
dents was carried on by The National Safety 
Council and The American College Health 
Association. Eleven colleges and universities 
reported 8,473 student accidents during the 
year 1953-1954. Sixty per cent of these in- 
juries occurred on campus. 

Many universities do not have sufficient 
funds to employ environmental health work- 
ers. The authors point out however that 
some universities do employ a sanitary en- 
gineer as well as other members of the health 
team to take care of housing, food sanitation, 
safety hazards, including radiation. This ar- 
ticle also stresses the place of the state and 
local health departments, and the need for 
colleges and universities to make use‘of their 
facilities. Mary L. Barnes 


14. 


Daniel Cappon and Robin Banks (University 
of Toronto), “Preliminary Study of Endur- 
ance and Perceptual Change in Sleep Dep- 
rivation,” Perceptual and Motor Skills, 10 
(1960), 99-104. 


Twenty subjects (11 males and 9 females) 
ranging in age from 21 to 46 years, were 
selected to participate in a talkathon during 
which contestants were required to talk con- 
tinuously with one 10-minute break per hour 
for 88 consecutive hours. It was found that 
highly nervous and highly neurotic subjects, 
as determined by the Nervous Scale of the 
Cornell Medical Index and the Maudsley 
Medical Questionnaire respectively, were not 
able to withstand sleep loss as well as those 
scoring low on these scales. Coefficients of 
correlation of 0.896 for 6 subjects and —0.92 
for 5 subjects were found between scores of 
the Raven Progressive Matrices and the 
Taylor Manifest Anxiety Scale, respectively. 
Increased frequency of reports of feelings of 
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being in a dream world and of mispercep- 
tions of time, space, and body occurred with 
longer time spent in the talkathon. Malcolm 
Arnoult 


15. 


William R. Rosengren (Brown University 
and Emma Pendleton Bradley Hospital), 
“Social Sources of Pregnancy as Illness or 
Normality,” Social Forces, 39 (1961), 260- 
267. 


Expectant mothers who manifested high 
degrees of social-personal instability tended 
to regard themselves as more “sick” during 
pregnancy than did socially more stable 
women. Motivations to enact a sick role dur- 
ing pregnancy are viewed in relation to ob- 
jective social status, dissatisfactions with 
current round of life, and with both upward 
and downward mobility. AA 


16. 
Lee G. Burchinal (Iowa State University), 


“Personality Characteristics and Sample 
Bias,” Journal of Applied Psychology, 44 
(1960), 172-174. 


In survey research involving voluntary 
returns of questionnaires it has been estab- 
lished that non-cooperation is seldom unas- 
sociated with other important variables in 
the study. For example, disapproval of the 
research problem or unfavorable attitudes 
toward the agency conducting the study in- 
crease the probability that the questionnaire 
will not be returned. The author investigated 
differences in several attitudinal, personal- 
ity, and sociological dimensions of cooperat- 
ing and non-cooperating respondents to a 
questionnaire. Data include scores on scales 
of “traditional family ideology,” “authori- 
tarianism,” “powerlessness,” “anomie,” and 
the Gough Home Index. Three significant 
differences were obtained: cooperating fe- 
males were less authoritarian, and cooperat- 
ing males reported lesser levels of powerless- 
ness and anomie. Although results must be 
interpreted within the limitations of the 
sample studied (176 college students), the 
findings suggest that lack of cooperation is 
associated with a family value orientation 
which emphasizes: traditional male-female 


sex roles, power relationships, and conven- 
tional morality, and personality character- 
istics which are related to expressions of 
authoritarianism, powerlessness and anomie. 
Winton H. Manning 


17. 


Shelby J. Harris (Lehigh University), “The 
Effect of Sleep Loss on Component Move- 
ments of Human Motion,” Journal of Ap- 
plied Psychology, 44 (1960), 50-55. 


Studies in which the effects of sleep dep- 
rivation on human motor performance have 
been investigated generally employ tests 
which measure overall accomplishment. In 
this experiment the author focused attention 
on the evaluation of changes in component 
movements, such as travel and manipulation 
movements in a panel control task, bimanual 
coordination, leg movement, steadiness, and 
critical flicker frequency. Following three 
days of training in the various tasks, the 19 
male college students were deprived of sleep 
for 60 hours and their performance on these 
tasks was studied during this period, and 
during the two-day recovery period which 
followed. Results indicated differential ef- 
fects of sleep loss on travel movements, 
which tended to increase in duration, and 
manipulation movements, which continued 
to improve during the sleepless period. Con- 
sistent diurnal variations were shown on sev- 
eral of the tasks. The author also discusses 
the effects of compensatory motivation ac- 
companying sleeplessness which manifested 
itself in higher standards of performance 
adopted by subjects during the sleepless 
period. Winton H. Manning 


18. 


Garcia S. McCabe (University of North Car- 
olina School of Nursing), “Cultural Influ- 
ences on Patient Behavior,” American Jour- 
nal of Nursing, 60 (1960), 1101-1105. 


This paper reports an investigation de- 
signed to show how a different cultural 
background may influence the reaction of 
patients to pain and to hospitalization. The 
investigation was made by giving care and 
observing other nurses giving care to a group 
of Negro patients in a Southern hospital. 
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The writer found differences in the be- 
havior of these patients in their concept of 
illness, their acceptance of nursing care, 
communicating dissatisfactions with care 
and in modes of expressing the emotion of 
fear. The conclusion is that adjustment to 
the hospital could be improved through a 
better understanding of the social and cul- 
tural backgrounds of these patients, thus 
making hospitalization a more complete ther- 
apeutic experience for the patient while be- 
ing more satisfying to the nurse. L.H. 


19. 


J. H. Abramson (Department of Social, Pre- 
ventive and Family Medicine, University of 
Natal and Institute of Family and Commun- 
ity Health, Durban, South Africa), “Ob- 
servations on the Health of Adolescent Girls 
in Relation to Cultural Change,” Psycho- 
somatic Medicine, 23 (1961), 156-165. 


Rapid social change tends to increase 
youth-parent conflict and, inevitably, the 
youth are reared in a milieu different from 
that of the parents. Thus, the parents be- 
come old-fashioned, youth rebellious, and 
clashes occur which, in the immediate fam- 
ily, generate sharp emotion. The degree of 
conflict and domestic discord resulting from 
transitions in family patterns from genera- 
tion to generation because of social and cul- 
tural change is quite impressive. Of equal 
importance is the reverberating effect of the 
strain in cultural patterns on the psychologi- 
cal and somatic adjustment of the members 
of the family. 

This report deals with a study of the 
health implications of this aspect of cultural 
change; namely, intergenerational culture 
conflict within the family. Evidence was 
sought of a relationship between the health 
of adolescent girls, and their mother’s and 
their “traditionalism” (defined as adherence 
to “what used to be expected”). 

The study was carried out in a South 
African Indian community in 1958-1959, in 
an extremely poor slum neighborhood. 
Among the South African Indian population 
in general there is considerable evidence of 
changes in behavior patterns. The traditional 
conception of the role of the adolescent girl 
and that of others toward her is character- 
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ized by considerable modesty and submissive- 
ness on the girl’s part, together with marked 
supervision and restriction of her activities. 
Today there is some tendency for the role 
conceptions of the girl to diverge from “what 
used to be expected.” It is not uncommon 
for clinical disorders to center around the 
girl’s resentment or rejection of traditional- 
ism imposed upon her. 

The sample used in the study comprised 
all the unmarried Hindu girls (76) who were 
living with their mothers in a geographically 
defined part of a suburb of Durban. Sixty 
of the 76 in the sample were used in the 
study. Assessments of health were based on 
responses to the Cornell Medical Index and 
appraisals of traditionalism regarding the 
role of girls or women, and the reciprocal 
role of others. 

Evidence of ill-health, with special refer- 
ence to emotional disturbance, was found to 
be associated with a discrepancy, in either 
direction, between the traditionalism of the 
daughter and that of her mother. Where the 
mother was traditional compared with other 
mothers, there was more evidence of ill 
health among girls who were relatively mod- 
ern than among those who were relatively 
traditional. Conversely, where the mother 
was relatively modern, there was evidence 
that ill health was associated, also, with a 
disharmony between role prescriptions and 
the actual role enactment in the home. 

While these findings are not necessarily 
directly applicable to other communities, 
they are considered to have important impli- 
cations for any community, both for the clin- 
ician and the practitioner of public health. 
C.W.A. 


20. 


Raymond Illsley and Barbara Thompson 
(Obstetric Medicine Research Unit, Medical 
Research Council, University of Aberdeen), 
“Women From Broken Homes,” The Socio- 
logical Review, 9 (1961), 27-54. 


The term “broken home” occurs frequent- 
ly in literature. Children reared in homes 
broken by the death or desertion of one or 
both parents, by divorce or separation are 
considered more liable to delinquency, illegit- 
imacy, psychoneurosis, and certain forms of 
psychosis. “Broken home” is only one of 












many terms used to described abnormal fam- 
ily circumstances in which children are de- 
prived of continuous care from two parents, 
i.e., abnormal upbringing, disturbed home, 
parental deprivation, deprived children. 
Sometimes the emphasis is on parental loss 
by death, separation or divorce, sometimes 
the term is widened to include marital dis- 
harmony, child neglect or extreme poverty. 
Distinctions are sometimes drawn between 
children whose homes were broken at differ- 
ent ages but more often than not the age at 
which the break occurred is not reported. 
Equally important, however, is the omission 
to differentiate between homes broken in 
different ways (death of father or mother, 
divorce, desertion, illegitimate birth) and be- 
tween different types of child rearing fol- 
lowing the break. 


This study describes the incidence of brok- 
en homes in a virtually complete cohort of 
fertile women, distinguishing between those 
whose childhood homes had been broken in 
different ways and at different ages, and 
between various types of rearing experienced 
after the break. Several features of their 
adult situation and behavior are used to as- 
sess the possible effects of their childhood 
experiences. 

The information was gathered during a 
joint social, psychological, and medical study 
of childbearing in the city of Aberdeen. In- 
terviews were conducted and case histories 
were prepared on 2,930 (94 per cent) of the 
3,122 Aberdeen women having their first 
pregnancies and deliveries in 1952-1954. 
The women studied were from 18 to 42 years 
of age, (80 per cent born in the decade 
1924-1933), so that the conditions of child- 
rearing and rates of separation and divorce 
refer to the period prior to World War II 


on the whole. Many were children during the 


war and some homes were broken by war 
death. Lastly, the data refer to an urban pop- 
ulation situated in an area where illegiti- 
macy rates and, to a lesser extent, adult mor- 
tality rates, were rather higher than the 
British average. In all other relevant re- 
spects Aberdeen is fairly typical of British 
urban life. 


Of the 2,930 women, 516 (17.6 per cent) 
came from broken homes. The causes were 
in order: death of the father, 229 (44 per 
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cent) ; maternal death, 134 (26 per cent); 
76 (15 per cent) due to separation, desertion 
and divorce; and 77 (15 per cent) due to 
illegitimacy. Of the children whose father 
died, 217 remained with their mother and 
apart from the loss of the father, the family: 
remained intact, with 51 mothers remarry- 
ing. Of the 134 whose mother died, 80 re- 
mained with their father, 45 lived with rela- 
tives and 9 went to institutions, foster homes 
or were adopted. Nearly half of the fathers, 
who kept their child with them, remarried. 
The circumstances varied greatly for the 
children whose parents divorced or separated 
as well as for those of illegitimate birth. 
Many, however, had a normal childhood in 
an intact family background. 

The writers suggest that “broken home” 
as a Classification is inadequate because of 
its impreciseness. Their findings support, 
and yet go beyond, other studies in this cate- 
gory. They suggest (and their data indicate) 
that the “broken home” must be considered 
in a context of social change and its effect 
on all family life. The changing composition 
of broken homes, the relative decrease of 
parental loss through death, and the greater 
frequency of divorce reinforce the need to 
treat the general concept of the broken home 
with extreme caution. Broken homes do not 
possess a monopoly of marital disharmony 
and childhood unhappiness—many children 
from intact homes suffer from family in- 
security and emotional deprivation. Con- 
versely, many children from broken homes 
lead a happy, normal life. Whatever its past 
usefulness this highly generalized concept 
should be abandoned in favor of a more in- 
tensive study of defined categories of family 
and childhood experience in both broken and 
intact homes. Such studies would help to de- 
termine what kinds of experience produce 
lasting deleterious effects and to concentrate 
attention and therapy where they are most 
needed. C.W.A. 


21. 


Stephen A. Richardson (Association for the 
Aid of Crippled Children), Norman Good- 
men (Association for the Aid of Crippled 
Children), Albert H. Hastorf (Dartmouth 
College), Sanford M. Dornbusch (Stanford 
University), “Cultural Uniformity in Reac- 
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tion to Physical Disabilities,” American So- 
ciological Review, 26 (1961), 241-247. 


This paper reports a consistent preferen- ° 


tial order when children are asked to rank 
pictures of children with various physical 
disabilities. This cultural uniformity, which 
is not explicitly taught, persists when com- 
parisons of subgroups are made. Rankings 
are not affected by characteristics of the 
rater, such as sex; presence of a physical 
handicap; socioeconomic status; race; urban- 
rural differences ; or setting of the interview. 
Despite the identity of rankings, girls more 
than boys show a tendency to emphasize so- 
cial handicaps more than functional handi- 
caps. Various explanations of the basic uni- 
formity are considered. AA 


22. 


Anne R. Somers and Herman M. Somers 
(Haverford College), ‘Coverage, Cost, and 
Controls in Voluntary Health Insurance,” 
Public Health Reports, 76 (January, 1961), 
1-9. 


“Two overriding problems confront volun- 
tary health insurance today: Can group ben- 
efit coverage be expanded far enough, fast 
enough, and at a feasible price to meet, for 
the majority of employed workers and their 
families, the rising tide of demand?” The 
major issue of group insurance, which means 
mainly employer insurance, can be summar- 
ized as the problem of the “3 C’s”: coverage, 
costs, and controls. The problem of coverage 
revolves mainly around the nature of “com- 
prehensive” coverage. The evidence indicates 
that health insurance programs on the aver- 
age are meeting only about one-fourth of the 
cost of private medical care (costs of physi- 
cians’ services, dental care, nursing care, 
hospitalization, drugs, and appliances). 

Whether measured in terms of per capita, 
or unit costs, in current or constant dollars, 
considering only medical services or other 
medical items, over the long run or short 
run, as a proportion of gross national prod- 
uct or of personal disposable income—the 
rise has been far greater than for the cost 
of living as a whole. Many experts feel that 
the increasing costs of medical care have 
become the greatest single issue facing vol- 
untary health insurance today. Others, how- 
ever, believe that the cost of medical care 


still represents an insignificant item in in- 
dustry’s overall budget or in the gross na- 
tional product. The danger is, however, that 
the cost of medical care may continue to rise 
while the benefits do not or actually decline. 
Also, it must be understood that insurance 
is not a neutral force in the medical care 
picture. Rather, the evidence indicates that 
certain types of insurance have a strong in- 
fluence on subscriber utilization and expend- 
itures. “It seems clear that health insurance, 
originally designed to ease problems of medi- 
cal care costs, has actually contributed, by 
its effect on utilization and on prices in a 
scarcity market, to intensification of the 
problem.” At the same time, it must be recog- 
nized that the increase in medical care has 
been a highly favorable development in 
terms of improved health. 

Attempts at administrative controls are 
mainly in the experimental stage at the 
present. Current plans generally provide for 
control by a county medical society over 
fees and charges by physicians and hospitals. 
This approach has met with considerable op- 
position, however. Hospital administrators 
argue that they are in a better position to 
determine efficient hospital administration 
than a doctors’ committee or some other or- 
ganization. 

The authors say there are two trends 
which, if allowed to continue unchecked, 
seem to threaten the future of voluntary 
health insurance. These are the slowdown in 
the rate of improvement in benefit coverage 
and a persistent rise is costs of medical care. 
If voluntary plans are to continue, leader- 
ship must be developed to strengthen enor- 
mously the voluntary institutions in this 
area. “The ability of voluntary health insur- 
ance to meet successfully the challenge of the 
‘3 C’s’—coverage, costs, and controls—and, 
hence, insure its own survival, will probably 
be determined as much by the leaders of the 
medical profession and other health services 
as by the plans and carriers themselves.” 
R.H.T. 


23. 


Frances Horn (Patton State Hospital, Pat- 
ton, California), “Emerging Role of a Social 
Worker with. Hospitalized Alcoholics,” Social 
Casework, 42 (1961), 117-123. 


This is a report of a psychiatric social 
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worker’s experiences while working on a 
ward for one hundred male alcoholics in the 
Patton State Hospital. It is focused on her 
efforts to make professional use of the social 
worker in a new experimental program, in 
effect over a period of two years. It is not 
a description of the aicoholic treatment pro- 
gram nor does it attempt to present a bal- 
anced evaluation of the many contributions 
made by the treatment team. By design, it 
is restricted to the experiences and view- 
point of the psychiatric social worker. 

Certain features in the development of the 
treatment program are reviewed, particular- 
ly in relation to the role of the social worker. 
A program such as this, which involves basic 
changes in staff attitudes toward patients, 
finds the social worker and other members 
of the treatment team struggling to decide 
what is really therapeutic and what is not. 
The writer found that social work training, 
with its emphasis on the individual’s social 
relationships, was of particular value be- 
cause the patient’s environment is developed 
into a therapeutic agent to which traditional 
forms of therapy are added. After describing 
many of the activities which the social work- 
er performed in the treatment program, the 
author concludes: “as the large mental hos- 
pital changes from a custodial to a treatment 
institution, it will become increasingly re- 
ceptive to the use of all social work skills.” 
C.W.A. 


24. 


Harold W. Demone, Jr. (The Medical Foun- 
dation, Inc., Boston), David J. Pittman 
(Washington University), and Austin L. 
Porterfield (Texas Christian University), 
eds., “Symposium on Alcoholism,” Social 
Problems, 4 (1958), 294-338. 


There are four papers in this symposium. 
The first is by Harrison M. Trice and David 
J. Pittman on “Social Organization and Al- 
coholism ;” the second is the work of W. Jack 
Peterson and Milton A. Maxwell, entitled, 
“The Skid Row ‘Wino’ ;” the third is written 
by E. Jackson Baur and Marston McClug- 


gage on “Drinking Patterns of Kansas High 
School Students;’’ and the last, “Ecological 
Correlates of Alcoholism,” is based on re- 
search conducted by Austin L. Porterfield. 
The abstract here is from the Editor’s Pref- 
ace. 

In “Social Organization and Alcoholism” 
Trice and Pittman summarize and evaluate 
more than 60 publications. These are clas- 
sified as follows: the theoretical frame of 
reference, anthropological studies, ethnic 
and religious status, role of the family, 
drinking groups and alcoholic subcultures, 
and social class influences. Although this re- 
search is vigorous and increasingly sophisti- 
cated, we need more general hypotheses 
based upon the accumulation of studies and 
tested on adequate samples. 

“The Skid Row ‘Wino’” by Peterson and 
Maxwell first distinguishes the wino from 
other skid row types and then describes the 
wino way of life: the drinking patterns, 
group structure, mores, tabus, and relation- 
ships with other groups. Far from being iso- 
lates, winos participate in a subsociety which 
provides emotional support and mutual aid 
in meeting the problems of survival. 

To understand either deviant or conform- 
ing behavior one must observe the socializa- 
tion process. This is the approach of Baur 
and McCluggage in “Drinking Patterns of 
Kansas High School Students.” While rela- 
tively few students drink regularly, most of 
the drinking which does occur is learned 
from, sanctioned and controlled by parents 
and peer groups. The small proportion who 
drink regularly or to excess are often caught 
in a conflict between family and peer group 
norms. 

In “Ecological Correlates of Alcoholism” 
Porterfield tantalizes us with comparisons of 
48 states and 64 cities. After acknowledging 
with commendable candor the pitfalls of eco- 
logical correlations, he sets forth his findings 
as challenges to further research. Alcoholism 
is positively correlated with socioeconomic 
status, manufacturing, suicide, cirrhosis of 
the liver, and lung cancer; and is negatively 
correlated with the homicide rate. Jerome 
Himelhoch 
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Inner Conflict and Defense. By Daniel R. 
Miller and Guy E. Swanson. New York: 
Holt, Rinehart and Winston, Inc., 1960. x, 
452 pp. $6.95. 


If you want to read a rewarding and dif- 
ficult book, then read this circumspect ac- 
count of a series of explorations of the inner 
life of some preadolescent boys. Most of them 
are 7, 8, or 9 years old. They are white, 
Christian, third generation Americans, above 
borderline intelligence, from unbroken 
homes, et cetera. On two occasions samples 
of college boys taken from R.O.T.C. and 
physical education quarters were used in- 
stead of the sample of preadolescents. The 
issues are how to (1) extend psychoanalytic 
principles “not by means of the clinical 
methods originally used . . . but by controlled 
empirical techniques” (p. 36); (2) relate 
the boys’ modes of thought and styles of ex- 
pression to their fathers’ class positions; 
(3) conceive of the inner life so as to make 
it amenable to orderly exploration without 
dissolving it; and (4) see within, while as- 
suming that one’s place in the social struc- 
ture makes a difference in his viewpoint. 

There are no really conclusive answers in 
the book; but there are two sophisticated 
and sustained successions of accomplish- 
ments: (1) a series of ideas and (2) a series 
of experiments. The experiments involve 
projective stories which deal, in the main, 
with inner conflict. For inner conflict and 
the resolutions attempted in its name will, 
when studied, presumably spring the intel- 
lectual trap and show how we are truly made 
—and how we are made different from one 
another when our fathers struggle with typi- 
cally different obstacles. 

There are three rounds of experiments. 
Some deal with moral standards, some with 
mechanisms of defense, and some with styles 
of expression. For example, the first round 
involves studies of severity of guilt about 
death wishes, theft, and disobedience. The 
boys’ reactions to guilt and resistance to 
temptation are related to early experience, 
and are correlated with the difference be- 
tween middle and working classes. It would 
seem, for instance, that the severity of guilt 


is engendered by early experiences, but that 
one’s likelihood of externalizing it is affected 
by current constraints. Ability to withstand 
temptation is one aspect of an inner cer- 
tainty which, in turn, seems to be the fruit 
of a reasoned demandingness on the part of 
parents. Resistance to temptation, in other 
words, is not so much the result of strong 
guilt feelings as it is the other side of a free- 
dom from defensiveness. 

But this sparse sample of generalities 
gives neither a just view of the empirical 
patterns that the stories yielded, nor of the 
careful and ingenious thoughts and precau- 
tions that went into the contrivance of stor- 
ies that would yield access to the study of 
character. The stories were written and read 
on the assumption that we have needs and 
that needs are tendencies to act. Our ten- 
dencies to act are means toward ends. For 
any of our ends we have alternate means. 
Needs, which in this book are always con- 
sidered with reference to ends, involve an 
object and an agent, an act and affect. The 
boys who completed the stories had their 
needs aroused. The arousal was often fairly 
dramatic. Take just the shortest of them: 


Paul has always hero-worshipped his 
father and loved his mother just as much. 
But his father died two years ago, and 
Paul’s mother has just married a man Paul 
has always hated. 


Such stories are meant to tell us both 
about moral standards and about mecha- 
nisms of defense, such as denial, repression, 
the expression of aggression, and the man- 
agement of guilt. Defenses are ordered into 
two families; they are thought to vary in at 
least four respects. One family of defenses is 
simple rather than complex, inclusively rath- 
er than selectively distorting, specific rather 
than general, socially disruptive rather than 
harmless. The other family is oppositely con- 
stituted. Withdrawal would be simple, pro- 
jection complex. Denial would belong to the 
first family. Self-punishment belongs to the 
second family; so do displacement, isolation, 
and reversal. The difference among the “sib- 
lings” of one family can then be stated with 
the help of the previous distinctions between 


















agent, act, affect and object. Harsh experi- 
ences are associated with the first family of 
defense; likewise, benign experiences and the 
second family of defense tend to be found 
together. Harshness and benevolence are 
qualities attributed to different parental 
techniques. 

Further, when sexually aroused and then 
asked to resolve conflicts, college boys of 
unequally established sexual identity (some 
are unconsciously feminine and consciously 
masculine, some are both unconsciously and 
consciously one or the other) resort to the 
two families of defense unequally. 

Finally, expressive styles, or the directness 
in the expression of aggression and one’s 
preference for motoric or conceptual adapta- 
tions to the world, lead to further stories, to 
games and to paintings. The motoric mode is 
more likely to be found among the lower 
status groups. 

Character, in the end, comes to be seen as 
the intelligible intersection of early experi- 
ence, general social class, and intelligence. A 
further, and perhaps more promising, dis- 
covery—a difference between bureaucratic 
and entrepreneurial working conditions— 
drives a wedge through the many suggestive 
findings. Sons of entrepreneurs seem to have 
it especially tough. 

There is almost too much in this book, 
which is a companion volume to the same 
authors’ The Changing American Parent. 
The writing is slightly didactic, leading the 
reader by the hand. Yet one cannot help sus- 
pecting that the writers and investigators— 
some seven in all—were, in fact, “going 
mad” trying to include between two covers 
the meanings that parents, early experience, 
social class, inner conflict, defense, sexual 
identity, experimental situations, and the 
wish to be precise and honest have for any 
of us. In addition, they even incorporate 
some reactions of colleagues to earlier for- 
mulations of their own. A series of essays 
would have been better than one book, or 


even two books. Kaspar D. Naegele 


University of British Columbia 


Behavior Genetics. By John L. Fuller and 
W. Robert Thompson. New York: John 
Wiley and Sons, Inc., 1960. 396 pp. $8.95. 


The student of human behavior frequently 
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has an aversion to genetics, an occupational 
malady reinforced by sad experiences as 
well. Quite likely he has been traumatized 
by smooth and wrinkled pea ratios in an 
elementary genetics course. Quite probably 
he has sought material relevant to behavior 
in a standard text, but to no avail. And, un- 
questionably, he has reacted against those 
quaint pedigrees of “greatness,” of musical 
ability and mathematical skill that were 
soberly offered as evidences of genetic fac- 
tors in human behavior in Karl Pearson’s 
day. 

John L. Fuller and W. Robert Thompson 
must have held such an aversion (and such 
experiences) in mind when they fashioned 
Behavior Genetics, a book that shares the 
characteristics of an introductory text, a 
manual of methods, and a subject review. 
For they summarize the principles of genetic 
inheritance, quite effectively, in just thirty- 
seven pages, getting as far as physiological 
genetics and population genetics. They spend 
about one hundred pages on experimental 
methods, animal and human. Finally, having 
discussed the design of experiments, in six 
chapters, they summarize studies on behav- 
ioral inheritance, studies of equal interest 
to the behavioral geneticist and the nonge- 
netical behaviorist. Included is a very useful 
bibliography containing close to a thousand 
items, half of them pertaining to man. 

This is a book that can be read with profit 
by many. Graduate students in the behav- 
ioral sciences will have to read it, and their 
teachers, therefore, will be obliged to read 
it. For those of us who have employed Stern’s 
Humam Genetics, and papers by Kallman, 
Jost and Sontag, Newman, Macklin and 
others in the education of social science stu- 
dents, Behavior Genetics constitutes one- 
stop reading, not only more complete but 
better balanced as well. 

At first the reviewer was surprised at the 
rather limited attention given to chromo- 
somal aberrations and biochemical lesions. 
For the last three years, it has become in- 
creasingly apparent that variations in the 
number of chromosomes are associated with 
certain mental deficiency states in man, and 
that the majority of Mongolian idiots are 
characterized by an extra bit of a chromo- 
some. And over the last decade, a number 
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of mental retardations have been traced to 
gene-determined biochemical lesions; know- 
ing the metabolic error, at least two (phenyl- 
pyruvic oligophrenia and maple sugar dis- 
ease) are susceptible to early diagnosis, and 
even to nutritional cure. Fuller and Thomp- 
son are clearly aware of these findings, but 
apparently do not care to overweight their 
book with mental deficiency, at least at this 
time. 

To be sure, the reviewer has his caveats, 
most of them of a technical nature, or con- 
cerning missing references. He is less im- 
pressed with human twin research, which 
generally tends to overestimate the genetic 
source of many traits, often yielding improb- 
ably “good” results. He is less than happy 
about the genetic inheritance of mental abil- 
ities within the 90-150 I.Q. range, though 
realizing that the bulk of human behavioral 
genetics has been concerned with the inheri- 
tance of skills and abilities that are largely 
learned. But, if Fuller and Thompson had left 
these studies out, they would have been more 
damned in the omission than they can be 
criticized for the inclusion. 

This is a book of many uses, clearly in- 
tended and suitable for a general text, but 
not written down so as to infuriate the spe- 
cialist. It reads well, but will be hard going 
at first for the student whose previous read- 
ings have slogged along in the mud of ver- 
bosity. Student and specialist will both en- 
joy the clear tables and illustrations. 

This book is a pleasure, revealing careful 
design, detailed knowledge, and superior ex- 
ecution. It might well have been titled Be- 
havior Genetics 1874-1959, Problems in the 
Genetics of Behavior, or An Introduction to 
Behavioral Genetics. It fills a real need. 

Stanley M. Garn 
Fels Research Institute 
Yellow Springs, Ohio 


Family Planning, Sterility and Population 
Growth. By Ronald Freedman, Pascal K. 
Whelpton and Arthur A. Campbell. New 
York: McGraw-Hill Book Co., Inc., 1959. xi, 
515 pp. $9.50. 


This book presents results of an important 
first study on a national scale concerning 
factors which determine for married couples 
the number and spacing of their children. 


In addition to chapters concerning the 
sterility and fecundity of American families, 
the use of methods to regulate conception, 
social and economic correlates of family lim- 
itation, and attitudes toward family limita- 
tion, there are chapters on expected family 
size, the influence of fecundity impairments 
and family planning on number of children, 
and future trends in family size. Detailed 
technical explanations of the collection, proc- 
essing, and analyses of the data are pre- 
sented in appendices, and additional detailed 
statistical materials which are excluded from 
the book are available upon request. 

The data were gathered through home in- 
terviews with a probability sample of 2,713 
white, married women between the ages of 
18 and 39, representative of the approxi- 
mately 17 million wives in the national popu- 
lation having the indicated characteristics 
in March, 1955. Nonwhite, single, widowed, 
and divorced women were excluded from the 
sample. In addition, cost considerations pre- 
cluded the interviewing of husbands although 
the authors recognize that this would have 
been desirable. Despite the highly personal 
nature of the interview, 91 per cent of the 
women in the sample cooperated in giving 
the interview, and only one-half of one per 
cent of these refused to answer the questions 
on contraception. ; 

This is a scholarly work, with data clearly 
presented and intelligently discussed. Limi- 
tations of the study are acknowledged and 
implications of the results for future re- 
search are emphasized. This reviewer would 
assign priority to a longitudinal study of at 
least two generations in which relationships 
between attitudes towards expected number 
of children and actual child-bearing experi- 
ences are examined. 

Physicians, public health workers, social 
scientists, planners, and businessmen will 
find this volume a valuable reference and the 
intelligent lay reader will find it a cogent 
presentation of a significant problem. 

Mildred B. Kantor 
Washington University 


And the Poor Get Children: Sex, Contracep- 
tion and Family Planning in the Working 
Class. By Lee Rainwater and Karol Kane 
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Weinstein. Chicago: Quadrangle Books, Inc., 
1960. xiv, 202 pp. $3.95. 


This is a report of interviews with a quota 
control sample of husbands and wives living 
in working class areas in Chicago and Cin- 
cinnati. Various ethnic and religious back- 
grounds characterized the 46 men and 50 
women studied. In Chicago most were reared 
in the city, while in Cincinnati the majority 
were rural migrants. 

The value of this pilot study, sponsored by 
the Planned Parenthood Federation of Amer- 
ica, has to be judged in terms of what it sug- 
gests for research with a much larger and 
more carefully selected sample. The authors 
were concerned with how effectively the 
families interviewed were able to make use 
of the techniques of limiting and spacing 
children. They discussed the ways in which 
couples fail. 

The authors caution readers to consider 
their work in the light of its limitations. 
In their words, “the study raises more ques- 
tions than it answers; it simply begins the 
necessary exploration of what lies behind 
the descriptive facts of contraceptive use pat- 
terns.”’ Among other data presented from the 
96 families were their reasons for limiting 
their families, images husbands and wives 
had of each other, and their conceptions 
of self. 

The book’s contribution is enhanced by 
drawing on some of the major prior re- 
search, which is summarized and related to 
the authors’ findings. As J. Mayone Stycos 
noted in the preface, this report supports 
the conclusions of some of these earlier 
works. The Indianapolis study of fertility, in 
which Pascal K. Whelpton and Clyde V. 
Kiser investigated factors in family plan- 
ning and contraceptive behavior, and the 
research by Ronald Freedman, Pascal K. 
Whelpton and Arthur A. Campbell, who 
studied a national sample of 2,713 white 
married women in child bearing years, are 
referred to extensively. Frequently, general- 
izations of other scientists are illustrated by 
the data of this study, as are also the au- 
thors’ own concepts. Examples of these con- 
cepts include four modal types of controlling 
family size: (1) the early planners, (2) the 


“do nothing type,” (3) the sporadic users of 
contraceptives, and (4) the late, “desperate” 
limiters. 

The extensive quotations of personal ex- 
periences and opinions produce a manuscript 
which will interest students. The book should 
prove to be a valuable source, if readers keep 
in mind the authors’ purpose in preparing 
it. They did not intend it as a final docu- 
ment on the problem, but, as they say, “... 
perhaps our findings can serve to stimulate 
further research which goes beyond the sin- 
gle outlet counting of the Kinsey reports.” 
Rainwater and Weinstein undoubtedly will 
influence demographers to give more consid- 
eration to the essential role of sex attitudes 
and behavior in population changes. 

Walter E. Boek 
New York State Department of Health 


The Etiology of Schizophrenia. Edited by 
Don D. Jackson. New York: Basic Books, 
Inc., 1960. 456 pp. $7.50. 


Once upon a time there existed a planet 
that was becoming more and more troubled 
over the fact of a failing food supply. As a 
consequence, all of the most preeminent 
philosophers came together and held a meet- 
ing. The worrisome subject of food was 
bruited about many times and at last one of 
the great minds volunteered an observation. 
“Does not the moon have a greenish cast and 
are there not lacunae in it? Obviously the 
moon is made of green cheese, and therein 
lies the answer to our problem.” “Yea, ver- 
ily,’ the other elders assented. “Clearly then,” 
replied the first thinker, “we must find a 
way to get to the moon.” All of the energies 
of the planet were directed toward space 
travel and ultimately the moon was reached. 
But what appeared to be green cheese was 
not, and the entire population perished from 
inanition. Unfortunately, in 1961 the par- 
able of the green cheese is applicable to the 
problem of schizophrenia. 

In disease, the term etiology refers to 
cause and a cause should be demonstrable 
prior to the disease itself. As the data in this 
book reveal this to be the case in only one 
area, that of genetics, the title of the book 
is something of a misnomer. The chapters 
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of this work compose the major categories 
of (1) genetics, (2) biochemistry, (3) physi- 
ology, (4) psychology, (5) sociology, and 
(6) family dynamics. The sociology section 
deals only with the Hagerstown Study of 
Clausen and Kohn. The psychology and phys- 
iology areas are concerned only with con- 
comitants of the disease schizophrenia rather 
than with its etiology. To be sure, the chap- 
ter by McReynolds on “Anxiety, Perception 
and Schizophrenia” offers a complex theory 
of the cause of schizophrenia based on the 
idea of a high level of unassimilated percepts 
in the schizophrenic, but it offers no evi- 
dence to support this theory. 

In the area of biochemistry, the paper by 
Kety is interesting as well as provocative 
and encompassing. However, this paper, like 
almost all of the contributions in this volume, 
is readily available in the current literature. 
Kety’s papers appeared in 1959 just one year 
prior to the publication of this book. Other 
papers such as the ones by Heath, Bercel, 
Bowen, and Lidz and Fleck also have been 
published in the very recent past. It is diffi- 
cult to understand the need for republication 
of these data and viewpoints which are so 
easily obtained at present. 

The papers in the section on “Family Dy- 
namics” probably deserve special mention. 
They make up about a fourth of the book. 
It is in this area that the parable of the 
green cheese is particularly pertinent. Clini- 
cal impression and supposition and the exer- 
cise of theory building run rampant through- 
out these pages. One page concerning family 
dynamics was picked at random from one of 
the four papers. It offered seven statements 
or theories, all totally unsupported by data. 
In all of the four papers impressionistic ob- 
servations and ideas hold sway; there is no 
possibility for adequate criticism as all that 
may be dealt with is what the author thinks 
or feels may be the case. Very involved 
judgements are made on the basis of very 
few patients, and the question of controls 
never arises. From these chapters, it is clear 
that much effort and money has gone into 
these studies; but, as of now, there is no 
evidence that they have contributed anything 
very reliable to the subject of the etiology 
of schizophrenia. There remains the possibil- 
ity that family dynamics may have some- 


thing to contribute to etiology, but this is 
subject to further research. The field may 
be of most importance with respect to de- 
scribing processes rather than causes. 

Genetics is represented by a very short 
original paper and a very long critique by 
the editor, who himself espouses mainly the 
family dynamics viewpoint of the etiology of 
schizophrenia. In a table, the editor summar- 
izes the work of five investigators who com- 
pared the concordance rates of schizophrenia 
in monozygotic (identical) and dyzogotic 
(fraternal) twins. The smallest difference in 
the concordance rate of identical vs. non- 
identical (taking into account all of the five 
studies) is 54.3 per cent, with the concord- 
ance in all five studies being higher in the 
identical twins. In light of this and the lack 
of any reliable data in the family dynamics 
studies, one must conclude that genetics pro- 
vide the strongest lead in the study of the 
etiology of schizophrenia. It is of interest to 
note that the editor in criticizing the studies 
in genetics is not at all hesitant in providing 
alternatives. On page 59 he remarks that 
“psychotic identification is bound to be 
stronger ...in a pair who are not actually 
identical” (i.e., fraternal twins) and on 
page 66, he points out that in identical twins 
the ‘‘ego fusion’ would lead to “joint mad- 
ness,” a “plausible hypothesis” being that 
“according to the degree of likeness in sib- 
lings we will find an increased concordance 
for schizophrenia!”’ 

In his introduction, the author surveys the 
problem of schizophrenia. He notes that 
schizophrenics get better with insulin and 
suggests that the diagnostic scheme of Krae- 
pelin is of little value. These are question- 
able views at best. Certainly a book which 
in no place deals extensively with the clini- 
cal problems of schizophrenia and particu- 
larly the contributions of the Scandinavians 
such as Langfeldt and Stromgren is in a 
sense quite incomplete. 

It is in these areas that many of the prob- 
lems of research into the etiology of schizo- 


_phrenia lie, e.g., the question of the homo- 


geneity of the disease entity. Without taking 
up this subject in depth a book on etiology 
cannot in any sense be definitive. If the state 
of current studies of schizophrenia is to 
transcend the “green cheese” parable, it is 
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necessary to eschew straining to bolster as- 
sumptions which are not well founded upon 
data in favor of more painstaking, well con- 
trolled, empirical research. Of this, the pres- 
ent volume presents all too little. 

George Winokur, M.D. 
Washington University 
School of Medicine 


Epidemiology of Mental Disorder (A Sym- 
posium organized by the American Psychi- 
atric Association to Commemorate the Cen- 
tennial of the Birth of Emil Kraepelin, Co- 
sponsored by the American Public Health 
Association, and Held at the New York 
Meeting, December 27-28, 1956). Publica- 
tion No. 60, Edited by Benjamin Pasaman- 
ick. Washington: American Association for 
the Advancement of Science, 1959. 336 pp. 
$6.50. 


It is difficult to review a book such as 
this. The content covers a dozen different 
topics in the area of mental health or illness. 
The subjects range from a biographical es- 
say on Emil Kraepelin to the relationship 
between housing and mental health, from the 
intellectual potential in normal infants to 
geriatric problems. The methods used in the 
study range from gross statistical indices to 
refined measurement devices. The only ap- 
parent relationship between the papers con- 
tained in this book is that they were all pre- 
sented at the same meeting, were all con- 
cerned with mental health or illness, and 
their authors represented the majority of 
those involved in epidemiological research 
on mental disorders at that time. 

The papers were presented in 1956. Since 
that time the interest and participation of 
social scientists in research on illness and 
health has had its major growth. When the 
papers are regarded from the perspective of 
1956, their conceptual and methodological 
sophistication is, on the whole, impressive. 
From the perspective of 1961, most of the 
papers are disappointing unless the exten- 
sive development of the field in the interim 
is kept clearly in mind. 

The paper entitled ‘Epidemiological As- 
pects of Prognosis,” by Joseph Zubin, E. I. 
Burdock, Samuel Sutton and Frances Cheek 
is worthy of extensive comment. Few of the 


problems raised have been given the atten- 
tion they deserve in the intervening years, 
let alone been resolved. To cite a few exam- 
ples: (1) there are no satisfactory, agreed 
upon criterea of recovery from mental ill- 
ness; (2) it is still customary to make pre- 
dictions for diagnostic categories without 
taking into consideration the variability in 
the quality and quantity of illness within 
each diagnostic category; (3) while it is gen- 
erally agreed that prediction would be more 
successful if based on multiple, systematical- 
ly related variables, the problem of how to 
combine variables derived from different 
theories and methods remains; and (4) in 
predicting the outcome of treatment for any 
individual case, we are still unable to control 
or to analyze the variation attributable to 
the extent of individual psychopathology, 
the social conditions under which he entered 
treatment, the forms of treatment given in- 
formally as well as formally, the relevant 
characteristics of the treater, the conditions 
under which treatment terminates, the social 
milieu to which he returns and the life events 
following his release from treatment. The 
discussion by Isidor Chein adds even further 
problematic aspects to the question: “What 
kinds of clinical syndromes at which stages 
of their development in what kinds of pa- 
tients respond under what conditions in what 
short and long range ways to which meas- 
ures administered by whom?” 

On the whole, the discussions are more 
stimulating than the papers. It is truly un- 
fortunate that—the criteria for status acqui- 
sition and publication being what they are 
in the academic world—there is not more 
opportunity for the thoughtful and honest 
airing of the dilemmas, compromises and 
problems of carrying out research. In the 
social sciences most research is described as 
if it went off perfectly according to plan. 


There is little chance to learn from the mis- - 


takes of others, or to benefit from the rea- 
soning of seasoned researchers which led to 
unique and satisfying solutions to difficult 
but common problems in conducting re- 
search. Although the discussions in this book 
are valuable in many other ways, the fact 
that they permit the thorough reporting of 
such rarely public areas makes them ex- 
tremely satisfying. One quotation from Si- 








162 JOURNAL OF HEALTH AND HUMAN BEHAVIOR 


mon Dinitiz will suffice to indicate some of 
the flavor of the discussion: 


“Unlike much of the present research in 
the social sciences, the authors of this meth- 
odologically sophisticated comparison of two 
methods of investigation were not so com- 
pletely concerned with methodological purity 
and innovation that the real issues and prob- 
lems under study were neglected in the pro- 
cess. ... uite apart from this study, it may 
be that the social sciences need a new or 
different rationale of research fully as much 
as continually refined methodological virtu- 
osity. Present techniques, whether of experi- 
mental, ex post facto, one-shot or longitudi- 
nal design, and no matter how cleverly con- 
ceived, are all based on the one crucial as- 
sumption that the researcher is able, either 
statistically or otherwise, to exercise control 
over his variables. It is our belief that be- 
havioral research will not reach complete 
maturity as long as the investigator is unable 
even to state, let alone control, all the neces- 
sary and sufficient variables in the social 
phenomenon being studied... . 


In 1961, this book is most valuable to the 
social scientists who are interested in the 
questions which should be considered in plan- 
ning research on mental health and illness, 
and some of the solutions or ways of think- 
ing about some of the crucial delimmes in 
which researchers find themselves frequent- 
ly. 

Joan K. Jackson 
University of Washington 


Delinquency and Opportunity. By Richard 
A. Cloward and Lloyd E. Ohlin. Glencoe, IIli- 


nois: The Free Press, 1960. viii, 220 pp. . 


$4.00. 


This book is an attempt to produce a sys- 
tematic theoretical explanation for some per- 
sistent and troublesome questions about de- 
linquent subcultures and gang behavior. 
Specifically, the questions to which the au- 
thors address themselves are: (1) What is 
the nature of the delinquent adaptation to 
be explained? (2) How is this mode of 
adaptation distributed in the social struc- 
ture? (3) To what problems of adjustment 
might this pattern be a response? (4) Why 
is one particular mode of delinquency 
adopted rather than others? And (5) what 
determines the relative stability or instabil- 
ity of a particular delinquent pattern? 


To answer these questions, Cloward and 
Ohlin have leaned heavily on Merton’s essay, 
“Social Structure and Anomie,” and on the 
criminological writings of E. H. Sutherland, 
Clifford Shaw and Henry D. McKay. The 
product of this synthesis is what the authors 
label, “a theory of differential opportunity 
structures.” 

The nature of the delinquent adaptation 
is approached from an admittedly selective 
point of view. That is, the focus is exclu- 
sively on delinquent subcultures which are 
defined as ones, “. . . in which certain forms 
of delinquent activity are essential require- 
ments for the performance of the dominant 
roles supported by the subculture.” (p. 7). 
No attempt is made to explain delinquent 
behavior is not a requisite for membership. 
In answering the second question concerning 
distribution in the social structure, they fur- 
ther limit their theory to subcultures which 
have only male members and are located in 
the lower classes of the social structure and 
in urban areas. 

These self-imposed limitations notwith- 
standing, the theory of differential oppor- 
tunity structures offers a plausible approach 
to the last three questions. There are, the 
authors state, three types of subcultures 
which develop in response to problems of ad- 
justment: “criminal,” “conflict,” and “re- 
treatist.” Upon the generally acceptable as- 
sumption that success-oriented goals are 
distributed throughout the social structure, 
it is noted that access to these goals via 
legitimate means is not so distributed, i.e., 
the lower classes have less access to legiti- 
mate means. This induces a constraint to 
deviance; that is, the use of illegitimate 
means to achieve the same success goals. 
Consequently, the criminal subculture 
emerges where gangs of adolescents, under 
the tutelage of adult criminals, develop the 
values, attitudes and habits of the adult role- 
models to circumvent the frustration and 
despair of their social position. But, as with 
legitimate means, there is not equal oppor- 
tunity to succeed through illegitimate means. 
Thus, for example, emerges the “retreatist” 
gang who indulge in narcotics primarily as 
a means of escape (as distinguished from 
other subcultural types who may try it for 
the novelty. These are the “double failures” 
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in the opportunity structures. Even though 
drug use is essentially a private experience, 
it requires contacts for procuring the drug 
and users to instruct novices, i.e., retreatists 
from a subculture. 

Both the “criminal’’ and “retreatist’” sub- 
cultures require a great deal of organization 
and discipline to achieve their goals. How- 
ever, demographic studies have noted the 
presence of areas where, for a variety of 
reasons, such a social organization has not 
developed. It is in these areas that one finds 
the “conflict subculture.” These gangs value 
highly the “ability to take punishment,” 
“toughness,” and “bravery.” These are the 
gangs which engage in “rumbles” which are 


most frequently reported in the news media 


and, consequently, are the stereotype of de- 
linquent behavior. 

In answer to the last question, concerning 
change or stability, the authors derive from 
their theory the hypothesis that criminal 
subcultures are most resistant to change 
while conflict subcultures are least resistant. 
The final chapter also includes some impli- 
cations of the theory for practical applica- 
tion of correctional and treatment measures. 

As an additional bonus, the authors also 
present a concise critique of three current 
theories of delinquent subcultures. In sum, 
this book is a significant addition to socio- 
logical literature. 

R. M. Coe 
Washington University 


Aging in Today’s Society. Edited by Clark 
Tibbitts and Wilma Donahue. Englewood 
Cliffs, N. J.: Prentice-Hall Inc., 1960. xxv, 
418 pp. $6.00. 


This book represents part of the Ford 
Foundation’s efforts, through its Fund for 
Adult Education, “to encourage the syste- 
matic study and public discussion of major 
issues in American life.” Under its auspices, 
Tibbitts and Donahue published a two-volume 
discussion guide entitled Aging in the Mod- 
ern World several years ago. This guide was 
used in many adult education discussion 
groups and the current volume represents a 
revision and expansion of the earlier work 
but aimed at the individual middle-aged per- 
son. 


Thus, this book is different in its history, 
aim, challenge, and format. Its editors are 
interested in changing the social climate 
about aging. They seek to do this by provid- 
ing a provocative guide challenging indi- 
viduals with the creative possibilities avail- 
able through the societal achievement known 
as aging. Thus, the book also becomes a trea- 
tise on mental health and creative living in 
the modern world. 


The format of the book is that of the 
essay, followed by reflective questions or 
thoughts, selected readings and suggestions 
for further reference. Ten relatively brief 
essays from nine different writers, including 
researchers, educators, and public figures in- 
terested in aging and adult education, form 
the basis of the book. These are organized 
into two large sections dealing separately 
with “The Middle Years,’ and “The Oppor- 
tunity Years,” and one brief section on re- 
tirement. 


The selected readings reflect a variety of 
writings, from those of noted figures in his- 
tory to those of current researchers, edu- 
cators, and public personalities. Some essays 
are linked with a greater number and variety 
of readings than others. An occasional read- 
ing selection seems lengthy for such a for- 
mat; yet each is significant, usually adding 
depth to the discussion of issues at hand. 


The essays will succeed in eliciting per- 
sonal interest from readers but vary in ap- 
peal. This reviewer found himself quite taken 
with Tibbitt’s introduction and reiteration 
of the theme in the first and ninth essays; 
with Donahue’s essay on “The Human Ma- 
chine at Middle Life;” with the whole section 
on “Curiosity, Creativeness, and Comprehen- 
sion ;” and with occasional reading selections 
throughout. Such a reaction reflects the per- 
sonal interests of the reviewer but probably 
also reflects the fact he is nearing the 
“middle years”! 

Perhaps this is the real merit of the book; 
that as it hops; skips, and jumps the reader 
through varying concerns about aging, he 
will find those which challenge his thinking. 
Teachers may find within its pages the re- 
flections of an experience in group stimula- 
tion and communication which might chal- 
lenge teaching patterns. Public officials may 
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well find in it some bases for a rationale in 
determining public programs relative to ag- 
ing. Yet one wonders how such a book will 
get beyond the confines of the intellectual- 
ized world to attract the interest of the 
everyday, middle-aged person for which it is 
aimed. 

J. Joel Moss 
Southern Illinois University 


Medicine and the Other Disciplines. Edited 
by Iago Galdston. Lectures to the Laity, Nos. 
XIX, XX, The New York Academy of Medi- 
cine. New York: International Universities 
Press, 1960. 192 pp., $3.00 


Within the pages of this comparatively 
small book are packed a great amount of 
wisdom, insights into scientific and personal 
relationships, new knowledge, and many 
glimpses into the future. There is a wide 
everage of subject matter of tremendous in- 
terest to the layman and physician oriented 
to the growing body of knowledge in the 
various related fields and disciplines. The 
titles of the lectures give sgme idea of the 
range of interests: 

“The Philosopher Looks at Science,” ‘The 
Application of Physics to Medicine,” “The 
Bearing of Anthropology Upon Medicine,” 
“Where Law and Medicine Meet,” ‘““Is Psy- 
chiatry a Science ?,” “The Relation of Electro- 
chemistry to Medicine,” “Psychiatry—Past 
and Present,” “Life is for Living,” “Psycho- 
matic Notions—A Review,” “Man and His 
Nutrition.” 

Man, ever on the search for cause and 
effect, new insights and interpretations, and 
widening horizons is seen at work in these 
lectures. The growing interrelationships of 
medicine to other disciplines, a reappraisal 
of the contributions of the past, the need for 
the continuance of research and discovery, 
and indeed the need for fresh points of view 
—all of this and more are presented here. 
Some of the treasured and revered folklore 
of our society, and the social fictions by 
which men live are neatly dissected. Much 
that science has contributed in the past is 
out of date and no longer explains the world 
in which we live and have our being. How- 
ever, constructive points of view are sug- 
gested and one might hope that some of them 


would take the place of outmoded and un- 
workable hypotheses that have so long 
plagued our society. 

Ray H. Abrams 
University of Pennsylvania 


Epidemiology of Mental Illness. By Richard 
J. Plunkett and John E. Gordon. New York: 
Basic Books, Inc., 1960. xvii, 126 pp. $2.75. 


This sixth monograph of the Joint Com- 
mission on Mental Illness and Health is dis- 
appointing, because it makes a strictly con- 
ventional, narrow, approach to epidemiology 
and fails to cover adequately the complex 
issues found in the best work on mental dis- 
ease done by means of an epidemiological 
approach. ; 


It is strictly conventional because it views 
the epidemiological study of mental disease 
within the framework of a public health 
project on communicable diseases, with its 
emphasis upon administrative uses of data 
and upon prevention and control. It has 
failed to cover the subject completely by ig- 
noring the numerous cultural and epidemio- 
logical studies that have depended upon hos- 
pital admission data. By ignoring these other 
studies, it has not covered the issues that 
have been raised by them and, consequently, 
does not assess in any sense the current 
state of knowledge in this area. Jn toto, it 
might be said that the authors have demon- 
strated that they have a rather inadequate 
grasp of this particular subject, a fact that 
is quite surprising, considering the eminence 
and significance of the contributions of Dr. 
Gordon in the field of medical ecology. 


What these authors have done is to present 
a brief statement of the epidemiological 
method and its functions, and an inadequate 
historical account of the development of the 
epidemiology of mental disease. They then 
proceed with a five page account of the 
causes of mental illness and also examine, in 
three pages, the question as to whether men- 
tal disease is communicable, as is the case 
with many of the physical diseases previously 
investigated by the epidemiological method. 

They dismiss in a ten-page chapter the 
studies that have used secondary sources and 
hospital records. They then turn their atten- 
tion to what they call the ‘first-hand’ infor- 
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mation that comes from population surveys 
and examine eleven community surveys of 
mental illness conducted in the United 
States between 1916 and 1958. The eleven 
surveys are the following: Nassau County, 
1916; Eastern Health District, Baltimore, 
1933; Eastern Health District, Baltimore, 
1936; Williamson County, Tennessee, 1935- 
1938; Hutterite Survey, 1950; Hunterdon 
County, New Jersey, 1951 and 1955; Balti- 
more, Maryland, 1953-1955; Salt Lake City, 
Utah, 1955; Syracuse, New York, 1955 
(mental illness, socioeconomic status, and 
sex, in the aged) ; and Midtown Manhattan, 
New York, 1952-1958. 


The authors briefly examine each of these 
studies with respect to questions raised, per- 
sonnel employed, case finding techniques, 
diagnostic criteria, population surveyed, and 
prevalence findings. Just exactly what pur- 
pose is served by this procedure is unclear 
considering that, as the authors well recog- 
nize, there is a marked lack of comparability 
in the questions, aims, and procedures in the 
respective surveys; and so hardly anything 
is gained except to bring together in one 
place the findings of these studies, together 
with a limited and inadequate account of the 
procedures used. 

Perhaps it is of some interest to note that 
when the prevalence rates for total mental 
disorders of these eleven studies were lined 
up together, the later studies in the 1950’s 
had prevalence rates that were four to five 
times as great as studies conducted before 
1940. The only exception here might be the 
Hutterite survey. If this marked discrepancy 
points, as this reviewer thinks it does, to a 
widening definition of what goes under the 
label of psychiatric illness, then there is 
hardly any reason for making the compari- 
sons, unless such a fact is singled out for 
some analysis. 

The authors conclude their random mean- 
derings in this epidemiological terrain by 
noting that because cause has not been very 
satisfactorily determined in mental disease, 
epidemiological work will be practically use- 
less. Even so, they claim that the unique con- 
tribution of the prevalence surveys has been 
their “observations about the way people 
live and the manner and extent to which 
their way of life is reflected in the occur- 


rence of mental disorder”—a rather ques- 
tionable generalization with respect to the 
studies under examination. 

They point to four areas of investigation 
for epidemiology, namely: suicide, alcohol- 
ism, post-partum psychosis, and psychoso- 
matic disorders. Their final word is that 
“Epidemiology offers no easy detours around 
basic scientific research, the foundation for 
the prevention and control of all diseases,” 
a remark that has a faintly platitudinous 
sound. 

Congratulations are hardly due the Joint 
Commission on this sixth effort, for it 
muffed a very present opportunity, namely, 
to bring together, in one place, all of the 
epidemiological work on mental disorder 
completed to date, with some attempt to 
point up similarities and inconsistencies in 
the data, procedures, and interpretations 
that these studies have provided. 

H. Warren Dunham 
Wayne State University 
and Lafayette Clinic 


The Social Epidemiology of Mental Disor- 
ders. By E. Gartly Jaco. New York: Russell 
Sage Foundation, 1960. 228 pp. $3.50. 


This monograph reports the rates for 
treated mental illnesses in Texas for 1951-52. 
“Cases” counted in the survey include all 
persons diagnosed as psychotic who sought 
psychiatric treatment for the first time dur- 
ing that two year period in both private and 
public psychiatric facilities. The book in- 
cludes a series of partial tables giving age- 
adjusted rates for the major psychoses for 
males and females within each of the three 
ethnic subgroups (Anglo-American, Spanish- 
American, and Non-White). The tables indi- 
cate whether treatment was private or pub- 
lic and give the conventional background 
variables of marital status, interstate migra- 
tion, county of residence, occupation, and 
education. Except for a brief concluding 
chapter, the text in large part restates in 
words the figures in the tables. 

In summarizing the findings, Jaco states: 


With the exception of interstate migration, 
statistically significant differentials were ex- 
hibited by the psychotic population in all of 
the demographic, ecological, and socioeco- 
nomic characteristics investigated. [Further] 
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. many significant differentials were 
exhibited for each of the above-mentioned 


factors [marital status, occupation, etce.] in. 


terms of age, sex, sub-culture, diagnosis, and 
private and public sources of psychiatric 
treatment. 


An exposition of the detailed findings is 
not possible in a brief review. The author 
stresses those that differ from findings in 
similar epidemiologic surveys, for example: 
adjusted rates are found to be higher for 
females than males, for the Anglo-Americans 
as compared to the other two subcultural 
groups, and for the professional and semi- 
professional occupations as compared to 
other occupational categories. No differen- 
tials are found between migrants and non- 
migrants; nor between those attending col- 
lege and those with no education, both of 
which groups showed higher rates than the 
other educational groups. 

While differences between Texans and 
other study populations might have produced 
these different findings (Jaco suggests the 
rapiidty of urbanization and industrializa- 
tion as the most important variables), the 
author believes that differences in method 
between this and other studies play a par- 
ticularly important part in accounting for 
the differences. He points to different case- 
finding procedures (persons obtaining pri- 
vate psychiatric treatment are often omitted 
in such surveys but were included here) ; 
the use of incidence rather than prevalence 
rates; and, the direct adjustment of crude 
incidence rates by age, sex, and ethnicity. 

The objective of the survey was simple and 
straight-forward, that is, to provide as com- 
plete a count as possible of psychotic cases 
appearing for psychiatric treatment and to 
examine the distributions of these cases 
among different social groups. This limited 
objective is achieved. The report is conven- 
tional and workmanlike. It continues the tra- 
dition of sociological investigations in the 
area of descriptive epidemiology. 

Elliot G. Mishler 
Massachusetts Mental 
Health Center 


A Modern Introduction to the Family. Edited 
by Norman W. Bell and Ezra F. Vogel. Glen- 


coe, Illinois: The Free Press, 1960. x, 691 pp. 
$7.50. 


The publisher’s claim that this is “the first 
book to present a coherent and scientific ap- 
proach to the sociology of the family” is an 
overstatement; but it is an important book, 
and it is probably the best book of readings 
yet to appear on the subject. Its superiority 
lies primarily in the degree of unity 
achieved: (1) by means of a thirty-three 
page introductory essay, in which the editors 
lay out their theoretical frame of reference; 
and (2) by means of careful selection and 
organization of articles to fit the adopted 
framework. Succinct editorial statements, 
preceding each article, help to introduce the 
subject being treated, to point out intercon- 
nections with other subjects, and to relate 
specific findings to the overall theory. But 
the fact remains that a book of readings is 
a book of readings; and, though this one is 
superior to others, it still shows some un- 
evenness of style and disjointedness of ideas. 

The editors’ introductory essay, called “‘To- 
ward a Framework for Functional Analysis 
of Family Behavior,” deserves a careful sec- 
ond reading after the content parts of the 
book have been digested. Many of their for- 
mulations in this essay are tentative, but ex- 
tremely insightful and suggestive for future 
research and theory-building. Perhaps, some- 
day, these authors will expand and further 
develop their theory into a more definitive 
treatise. It would be a contribution. 

Two basic concepts in the approach are 
“structure-function” and “social system.” 
Since the editors presume some prior ac- 
quaintance with these concepts (see p. 2), 
the nonsociological reader may find the going 
tough in places. The family is considered as 
a social system, and attention is therefore 
focused upon interchanges both within and 
between it and other systems. In the words 
of the editors: 


There have been a number of studies that 
have attempted to treat the family as a social 
system, and that are concerned with the rela- 
tionships between the family’s structure and 
functioning and external systems, on the one 
hand, and between the family and the indi- 
vidual, on the other hand. It is principally 
such studies that the present volume brings 
together (p. 5). 


The book is made up of fifty-one separate 
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articles beside the introductory essay. Promi- 
nent names from various family-interested 
disciplines—anthropology, sociology, psy- 
chology, psychiatry, medicine, and others— 
are featured; and, in most instances, the se- 
lections are from relatively recent books and 
periodicals. Though the sources are given, no 
biographical information about the authors 
is included; to have done so would have im- 
proved the book. One thing noticeable is the 
prominence of Harvard names among the 
authors and the rather obvious influence of 
the Parsonian school of thought. This obser- 
vation is not a criticism. 

After seven articles on different aspects of 
family organization and change, come three 
major parts: “The Family and External 
Systems,” “Internal Processes of the Fam- 
ily,” and “Family and Personality.”” Within 
each of these three parts are four subdivi- 
sions which deal with the functional prob- 
lems of adaptation, goal gratification, inte- 
gration, and pattern maintenance. Each arti- 
cle is appropriately placed according to 
whether it treats (1) interrelationships be- 
tween the family and external systems, or 
internal processes, or personality formation; 
or (2) the adoptive, the coordinative, or the 
integrative, or the pattern maintaining pro- 
cess. For example, John P. Spiegel’s article 
on “The Resolution of Role Conflict within 
the Family” is included in the goal gratifica- 
tion or coordinative subsection of Part III 
on “Internal Processes of the Family.” 

In the space available, it is literally impos- 
sible to summarize the many research find- 
ings and interpretative insights found in this 
rich and provocative volume. Readers of the 
Journal of Health and Human Behavior will 


be most interested in the last half of the book 
(Parts III and IV), since, examined here are 
the ways in which the family affects, and is 
affected by, the health of its members. At 
least a dozen of the articles deal directly with 
this problem, and a number of others con- 
cern themselves with related aspects, such as 
family roles and. value conflicts. To give a 
few examples: Parsons and Fox compare 
doctor-patient with parent-child roles, and 
suggest that the growing tendency for the 
sick to be cared for outside of the family is 
due to an increasing specialization and struc- 
tural isolation of the family; Vogel and Bell 
examine the scapegoating mechanism as it 
operates within the family, with the emo- 
tionally disturbed child as the victim; Bettel- 
heim and Sylvester show how the father’s 
occupation sometimes relates to emotional 
disturbance in children; Plant analyzes fam- 
ily living space, and shows how overcrowd- 
ing may result in personal disorganization, 
including sexual maladjustment; Green re- 
lates neurosis in the middle-class male child 
largely to an excessive mother role and the 
manipulation of love; Fisher and Mendell 
demonstrate how the transmission of neu- 
rosis within the family takes place from 
generation to generation; and Wynne, Ryck- 
off, Day, and Hirsch link the development of 
schizophrenia to a family condition they de- 
scribe as pseudo-mutuality; et cetera. 

For the most part, this high level treat- 
ment of the sociology of the family makes 
exciting reading. It is to be recommended for 
senior and graduate classes and for all seri- 
ous students of the family, whether in the 
university or out. 

Harold T. Christensen 
Purdue University 
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